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Abstract
This study is concerned with the intersection of knowledge and policy in the context of mental health 
system challenges in a developing country. Its focus is specifically on the way in which different forms of 
knowledge, from multiple sources, move through a policy consultation process to inform mental health 
policy. Policymakers tasked with developing mental health policies must balance a number of competing 
demands, including the need to develop policies that are applicable on a national level, while 
simultaneously addressing the idiosyncratic and contextual particularities associated with mental ill 
health at individual and local levels. Marrying the principles of evidence-based policymaking, with its 
focus on what works, with the principles of consultative policymaking, with its focus on what works for 
whom, means finding ways to integrate multiple knowledge inputs to incorporate these into policy 
decisions. In this sense, policymaking represents something of a knowledge problem for policymakers. 
In the South African legislative context, public participation in policymaking is taken as a given, with little 
guidance specifying how such processes should be conducted, nor whether or how the inputs from such 
processes are used in policy decisions. The consultation process around first mental 
health policy was the focus of this case study. The aim was to trace the movement of knowledge inputs 
through the consultation summits into policy outputs. Research suggests that certain forms of 
experiential knowledge may not be amenable to being captured in policy consultation processes. This 
study thus used a) conceptual schema of knowledge functions in policy as its 
analytical framework. This schema distinguishes between three phases of knowledge  embodied, 
enacted, and inscribed  that can be transformed between phases through various kinds of action. It 
provided a lens through which to trace the enactment and movement of embodied (experiential and 
evidence-based) knowledge through the consultation process, to determine the extent to which this 
form of knowledge was transferred into the inscribed knowledge of consultation recommendations and 
policy outputs.  
Data included mental health policy documents, reports and audio recordings from the provincial and 
national consultation summits, and key informant interviews. Thematic framework and thematic 
content analyses were conducted using the embodied-enacted-inscribed analytical framework. Findings 
revealed that no substantive changes were made to the mental health policy following the consultation 
summits, and suggest that the consultation summits had minimal impact on policy. In particular, there 
do not seem to have been systematic processes for facilitating and capturing knowledge inputs, or for 
transferring these inputs through increasing levels of summarisation during the consultation process. 
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knowledge was not followed through to be incorporated into consultation and policy outputs. The 
implications of the findings for mental health policy consultation in South Africa are discussed.  
This is the first study to document, in depth, a significant part of the consultation process around mental 
health policy in South Africa, using the embodied-enacted-inscribed framework to explore how 
knowledge inputs informed policy. In doing so, it draws attention to the unique challenges in reconciling 
the contextual detail of embodied knowledge with the abstract generalisability of inscribed (policy) 
knowledge  an undertaking that has particular relevance for mental health policy consultation. The 
study highlights the importance of designing participatory processes that enable optimal use of 
knowledge inputs in these enacted spaces, in order to align assumptions about the value of policy 
consultation with consultation practice, as well as to strengthen the policy development-consultation-
implementation link.  
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1 
Chapter 1: Orientation to the study
This chapter provides a roadmap to the overall study. It includes a rationale for the study and presents 
the aim, research questions, key concepts, and methods used. It ends with an outline of the structure of 
the thesis in terms of how the chapters are organised.  
1.1 Introduction  
This study is concerned with the intersection of knowledge and policy in the context of mental health 
system challenges in a developing country. Its focus is specifically on the ways in which different forms 
of knowledge, from multiple sources, move through a policy consultation process to inform mental 
health policy. Policymakers tasked with developing mental health policies must balance a number of 
competing demands, including calls for policies to be evidence based, calls for public participation in 
policymaking, and an increasingly complex burden of disease profile and requisite health system 
responses. Developing policies that can be universally (nationally) applied whilst simultaneously 
addressing the idiosyncratic and contextual particularities associated with mental ill health at individual 
and local levels adds to this complexity. This is especially true in a country like South Africa, which is 
characterised by substantial sociocultural diversity and socio-economic disparities.  
Mental Health Policy Framework and Strategic Plan 2013-2020 (Department of Health, 
2013) was adopted in 2013. The development of this policy included an extensive consultation process, 
involving consultation summits in eight of the nine provinces and culminating in a national consultation 
summit, where input was invited on the draft policy document. This policy consultation process is the 
subject of the current study. As such, this research is positioned at the interface between evidence-
based and consultative policymaking, focusing on processes through which knowledge is transferred to 
inform policy, with an emphasis on participation and the integration of multiple forms of knowledge in 
mental health policy development. In this introduction, the complexity of the knowledge-in-policy 
problem is described, highlighting the gap that this study aims to address, and outlining the contribution 
to knowledge that this study makes.  
Several reports from the World Health Organization (WHO) have drawn attention to the global burden 
of mental and neurological disorders (WHO, 2003, 2009, 2011, 2017). Although these disorders 
currently rank second on the global health priority list, they have largely been a neglected priority on 
national and international policy agendas (Draper et al., 2009; Jacob et al., 2007; Jenkins et al., 2010; 
Lund, Kleintjies, Kakuma, Flisher, & the MHaPP Research Programme Consortium, 2010; Shah & 
Beinecke, 2009; Tomlinson & Lund, 2012; Vigo, Thornicroft, & Atun, 2016). The growing burden of 
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mental illness in the context of a high prevalence of communicable diseases and demands on 
increasingly resource-constrained health care systems presents challenges for policymakers. Giving 
priority to mental health would mean making trade-offs between investments in different public policies 
(Saxena, Thornicroft, Knapp, & Whiteford, 2007). In the face of scarce resources and competing health 
priorities, policymakers have to make difficult decisions about allocating limited funds for health care 
(Shah & Beinecke, 2009), and difficult choices between alternative uses of the same resource 
(Mangalore, Knapp, & McDaid, 2012).  
Ensuring that policy is evidence based is one way of increasing the efficiency and cost-effectiveness of 
health system responses to disease burden (El-Jardali, Ataya, Jamal, & Jaafar, 2012; Lund, Stein et al., 
2008). In low- and middle-income countries (LMICs), it is particularly important that evidence of 
effective strategies gained through research is used to inform policy so that limited resources available 
can be put to good use (Ssengooba et al., 2011). This has prompted calls to increase capacities for 
evidence-based policymaking in these contexts (Lund, Stein et al., 2008). In line with this, there has been 
a proliferation of knowledge-translation models in recent years, which attempt to facilitate an 
(Bowen & Zwi, 2005; Bullock, Watson, & Goering, 2010; Kothari, Birch, & Charles, 2005; WHO, 2006). 
However, the efficacy and utility of such models are increasingly being called into question, with 
growing recognition that one size does not fit all (Bullock et al., 2010; Ward, House, & Hamer, 2009). 
This is particularly true in developing country contexts, where there are limited resources and capacities 
to translate evidence into effective policies (Lund, Kleintjes et al., 2008; Pang et al., 2003).  
Some have suggested that lack of local research data is one of the factors affecting the lack of effective 
mental health policies in LMICs (McDaid, Knapp, & Raja, 2008; Ngui, Khasakhala, Ndetei, & Weiss 
Roberts, 2010; Omar et al., 2010). While there is substantial evidence about the effectiveness of mental 
health interventions, much of this has been generated in high-income countries, and the generalisability 
of such information from one context to another has been called into question (Patel et al., 2007; 
Saxena et al., 2007). In LMICs, and in South Africa in particular, there are specific contextual factors that 
influence the prioritisation of evidence  such as the HIV/AIDS epidemic, violence, poverty, and pressure 
to be perceived as in line with international priorities such as the Millennium Development Goals (Burns, 
2011; Jenkins et al., 2010). Furthermore, the nature of evidence as generalisable knowledge may limit its 
ability to respond to contextual idiosyncrasies typical of a diverse country like South Africa, where 
health system governance is decentralised and there is great variability across provinces in terms of 
population needs and capacity of the system to respond to these needs (Lund et al., 2010; Naude et al., 
2015). It is thus essential that locally appropriate evidence  or, more generally, knowledge  is 
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generated for countries to find solutions to their own mental health problems (Ebrahim & Smith, 2001; 
Ndetei, 2008).  
Evidence-based policymaking in mental health poses particular complexities. One of the strongest 
arguments against evidence-based policymaking is based on the privileging of certain forms of 
knowledge over others, a carry-over from evidence-based medicine and the hierarchy of evidence. The 
evidence at the apex of the hierarchical pyramid  such as systematic reviews and randomised 
controlled trials  is typically considered the gold standard output of research. Evidence from qualitative 
research such as case reports and anecdotal knowledge tends to be placed lower down at the base of 
the hierarchy. The use of randomised controlled trial methodologies that privilege group-level outcomes 
over idiographic design, for example, neglects the importance of individual experience and the 
meanings of health problems for those who live with them (Brosnan, 2016; Pawson, 2006; Rose, 
Thornicroft, & Slade, 2006; Schorr, 2003). In the mental health field in particular, the danger of a 
reliance on the kinds of knowledge generated at the top of the evidence hierarchy is that it risks 
reductively negating the personal and interpersonal significance and meaning of experience (Holmes, 
Murray, Perron, & Rail, 2006). 
However, little attention is paid to whose voices and knowledge were  or were not  represented in the 
decision-making process (Brock, Cornwall, & Gaventa, 2001). There is thus a need for alternative ways of 
thinking about knowledge in evidence-based policymaking (Mitton, Adair, McKenzie, Patten, & Perry, 
2007). In addition, policy, like evidence, needs to balance the tension between general applicability and 
local relevance (Freeman & Sturdy, 2015a). This highlights the importance of attending to contextually 
based knowledge as one way of enhancing policy development and implementation. As such, some have 
called for a shift in policymaking from an emphasis on what works (evidence), to what works for whom 
(evidence-in-context), and argue that attending to different forms of knowledge in the policy 
consultation arena may provide a link between these two (Greenhalgh & Russell, 2009; Parkhurst, 
2016). 
It is generally accepted in democratic societies that the public has a right to be fully informed about 
both the decisions that affect them and the way in which those decisions are made (Rowe & Frewer, 
2000). Consulting the public on policy decisions can serve a number of purposes, reflecting principles of 
openness and transparency, legitimacy and accountability, and effectiveness and efficiency. However, 
the extent to which the public is involved, and the extent to which their views are incorporated into 
these decisions, varies considerably. In South Africa, too, public participation in policymaking is taken as 
a given, without necessarily problematising how such processes should be conducted, nor whether or 
how the inputs during such processes are used. While it is acknowledged that policy decisions are based 
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on a complex interplay of local and global factors, if policy consultation is undertaken, there should at 
least be some demonstration that consultation inputs were used to inform policy, as well as how this 
was done (Bishop & Davis, 2002; Cook, 2002). This is particularly important when a great deal of 
financial and human investment has been made in the consultation process, as was the case in the 
extensive consultation process undertaken in relation to the mental health policy in South Africa. 
The policy consultation mandate adds another layer of complexity to the balancing of multiple factors 
that policymakers must achieve in policy decisions. In the mental health context, a number of 
developments have further illuminated the importance of involving a range of stakeholders in mental 
health service planning and policies. In light of the substantial treatment gap for mental disorders, for 
example, mental health policies globally have increasingly advocated for deinstitutionalisation, thereby 
shifting the focus away from tertiary care to integrating mental health care into primary health care 
(Patel et al., 2013; WHO, 2008). This, together with demands on health systems to respond to the 
growing need for chronic care, places additional responsibilities on primary health care workers, as well 
as on mental health care specialists responsible for overseeing the task shifting of these roles (Ngo et al., 
2013). The success of such approaches is thus largely contingent on those tasked with delivering these 
services. As such, involving health care professionals in the development of mental health care policies 
and programmes  always recognised as a key factor in effective policy implementation (Walker & 
Gilson, 2004)  is arguably more important now than ever. 
decentralised health system, it is equally important to ensure involvement of provincial- and district-
level managers in policy development, to avoid disjuncture between national-level policy and local-level 
implementation (McIntyre & Klugman, 2003).  
In addition, there is a corresponding shift towards person-centred care and efforts to adopt a recovery 
approach in mental health care provision, focusing on the uniquely personal experience of mental illness 
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calls to enable greater representation of mental health care users and their families in the development 
of mental health policies (Kleintjes, Lund, Swartz, Flisher & the MHAPP Research Programme 
Consortium, 2010; Semrau et al., 2016; WHO, 2016). However, the capacity of mental health care users 
to engage in policy discussions is limited, particularly in developing countries like South Africa (Kleintjes, 
2012; Kleintjes, Lund, & Swartz, 2012). Furthermore, inputs from the public during policy consultation 
are unlikely to be consistently in the form of factual or evidence-based knowledge, but rather as 
practical or experiential embodied knowledge (Farina, Epstein, Heidt, & Newhart, 2012; Hampton, 2009; 
Morrison & Dearden, 2013). This may be difficult to codify and therefore capture in documented  and 
transferable  forms (Abidi, Cheah, & Curran, 2005; Kingston, 2012a; Smith-Merry, 2012).  
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It is thus important to consider how the public engage with policy during policy consultations, and how 
their inputs might be used to inform policy. In particular, this will mean finding ways of structuring 
policy consultation processes to not only enable multiple forms of knowledge to be elicited and receive 
attention, but also to be moved through the consultation process to inform policy. Procedural 
considerations may focus, for example, on the training of skilled facilitators, the involvement of 
mediating bodies, or the presence of decision makers who are responsive to multiple forms of input 
(Boivin, Lehoux, Burgers, & Grol, 2014; Emery, Mulder, & Frewer, 2014; Li, Abelson, Giacomini, & 
Contrandriopoulos, 2015). Alternately, such considerations may require rethinking the rules of the 
game  altogether, through finding innovative ways of structuring policy consultation processes that go 
beyond the usual meeting or microphone management format, to allow for more embodied and 
emotive expressions of experience as legitimate forms of input (Barnes, 2002, 2008; Young, 2000).  
Policy, then, can be conceived of as an inscribed form of knowledge that draws together a multiplicity of 
knowledges. In this sense, policymaking represents something of a knowledge problem for policymakers 
(Maybin, 2013). Given that consultation is presumably conducted with the genuine goal of attending to 
public perspectives on policy, and given that increasing the involvement of mental health care users in 
policy development will likely increase the extent to which inputs during policy consultation are in the 
form of embodied knowledge, it is important that policymakers find ways of eliciting and capturing this 
knowledge. However, the problem identified here is that the movement of embodied knowledge 
through the policy consultation process to inscribed knowledge is likely to be limited, particularly in 
more conventional consultation formats such as summits or public hearings (Smith-Merry, 2012). This 
may be, in part, because this form of knowledge may not be considered as legitimate as input framed as 
receive attention. It may also be because this type of embodied 
knowledge does not easily lend itself to abstraction and inscription, which is a necessary part of a policy 
consultation exercise. This study thus set out to trace and classify the types of knowledge that are 
produced at a consultation event, and to assess whether and how embodied knowledge moved into and 
between enacted and inscribed knowledge forms.  
The aims of this study were (1) to trace the ways in which different types of knowledge are, and can be, 
utilised in the consultation process and (2) to generate suggestions for how mental health policy 
consultation in South Africa can be improved. The conceptual and analytical frameworks underpinning 
this study were based on Freeman and St a) theoretical schema for the classification of 
knowledge, as this provided a useful way of understanding how knowledge functions in policy. Freeman 
and Sturdy (2015a) distinguish between three phases of knowledge  embodied, enacted, and inscribed 
 and propose that knowledge can be transformed between phases through various kinds of 
(inter)action. Embodied knowledge includes both experiential and evidence-based (factual/theoretical) 
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knowledges that individuals embody. Inscribed knowledge is a codified form of knowledge that is 
contained in material artefacts  in this study, primarily as words in documents. Enacted knowledge is 
knowledge-in-action, the observable enactment of the other two knowledge forms. (Refer to section 
1.5.3 below for a more detailed description of these knowledge forms.)  
This conceptualisation of knowledge was considered particularly relevant for the current study, not only 
because it highlights the movement of knowledge through policy, but also as it does not presume that 
one form of knowledge precedes or is superior to another, nor is one form associated with a particular 
kind of actor in the policy space (Freeman & Sturdy, 2015b). As such, it collapses the evidence-based 
knowledge hierarchy, and allows for due consideration of multiple knowledge inputs which, as 
highlighted above, is especially important in mental health and developing country contexts.  
This study makes a contribution to the field of mental health policy consultation in a developing country 
context. It is the first study to document, in depth, a significant part of the consultation process around 
mental health policy in South Africa, which it does by tracing knowledge inputs through the process in 
order to understand how the consultation informed policy. It applies a new theoretical lens to illuminate 
how different forms of knowledge (embodied, enacted, and inscribed) move through a policy 
consultation process in South Africa. In doing so, it draws attention to the unique challenges in 
reconciling the contextual detail of embodied knowledge with the abstract generalisability of inscribed 
(policy) knowledge  an undertaking that has particular relevance for policymaking in mental health and, 
specifically, for policy consultation in developing world contexts. The study highlights the importance of 
designing participatory processes that enable optimal use of knowledge inputs in these enacted spaces, 
in order to align assumptions about the value of policy consultation with consultation practices.  
1.2 Description of study context: Mental health system governance in South 
Africa 
Given the increasing global burden of mental illness, it is imperative that mental health services are 
organised in a coordinated and efficient manner so that treatment reaches those who need it. The 
importance of good governance through mental health legislation and policies has been recognised as a 
critical step in the strengthening of mental health care systems to respond to the growing burden of 
mental illness (Marais & Petersen, 2015; Mugisha et al., 2017; Patel et al., 2016; WHO, 2009). South 
Africa's unique quadruple disease burden has particular implications for the demand for and supply of 
health care in the country (Econex, 2009). The health system s response to the chronic disease burden is 
still sub-optimal, partly due to the demands placed on the system by the overwhelming prevalence of 
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communicable diseases such as HIV/AIDS and tuberculosis (Bradshaw, Steyn, Levitt, & Nojilana, 2011; 
Mayosi et al., 2012).  
The burden of mental disorders in South Africa has also increased substantially over the past 20 years 
(Mayosi et al., 2009; Murray et al., 2012). However, competing with multiple pressing health concerns, 
resource allocation for mental illness in South Africa seems to follow the global trend of being 
insufficient, inequitably distributed, and inefficiently utilised in relation to need (Burns, 2011; Lund, 
Kleintjes et al., 2008; Lund et al., 2010; Williams et al., 2008). Without a well-conceptualised national 
mental health policy, responses to mental disorders are at risk of fragmentation or duplication, and 
scarce resources are likely to be used inefficiently (WHO, 2005). 
Mental Health Policy Framework and Strategic Plan 2013-
2020 (Department of Health, 2013) was promulgated in October 2013. With its focus on the mental 
health policy consultation process undertaken by the Department of Health early in 2012, this study 
explores one slice of the broader policy development process that unfolded in South Africa following its 
first democratic elections in 1994. A brief outline of this broader process provides context for the case 
study.   
The 2013 mental health policy built on existing mental health policy guidelines that had been developed 
in 1997 (Department of Health, 1997). This coincided with the delineation of nine new provinces, and 
the establishment of new provincial governments in South Africa. Although it was expected that the 
policy guidelines would inform the development of provincial policies and strategic plans for mental 
health (Draper et al., 2009), there was ultimately very poor uptake. This was attributed to administrative 
and capacity constraints, uneven distribution of resources, and the low priority given to mental health 
by national and provincial health departments compared to other implementation priorities (Lund, 
Kleintjes et al., 2008; Lund et al., 2010).  
the Mental Health Care Act of 2002. Ha
decentralisation of 
mental health care from psychiatric institutions, the development of community-based care, and the 
integration of mental health into primary health care (Burns, 2011; Lund et al., 2010). However, due 
primarily to lack of funding and poor planning and preparation, mental health service provision remains 
chronically insufficient and many of the goals of the Mental Health Care Act have not yet been realised 
(Burns, 2011; Lund et al., 2010). 
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It is also important to note the context of health system governance in South Africa. The National 
Department of Health, through the National Directorate: Mental Health and Substance Abuse, drives the 
development of national legislation and policies, and provides policy direction to the directorates or 
sub-directorates for mental health within provincial departments of health that are responsible for 
policy implementation (Department of Health, 1997; Lund et al., 2010). Health system governance in 
South Africa is therefore decentralised, but provincial authorities are mandated with implementing 
national policies and legislation at provincial and district levels (McIntyre & Klugman, 2003).  
Within this context, those tasked with developing mental health policies face a daunting challenge.     
Policymakers must draw on multiple knowledge sources to weigh up policy decisions. These inputs may 
be drawn from knowledge about feasibility and resource constraints, international norms and 
standards, human rights principles, competing priorities, evidence-based knowledge, monitoring and 
evaluation feedback, health workforce needs and capacities, and appeals from service users and their 
-political and economic climate, policy decisions are under 
increasing scrutiny, with growing public demands for government accountability and transparency. 
Furthermore, with a decentralised health system, policymakers must develop policies that are 
universally applicable but locally relevant. As such, they need to attend to the unique contextual 
particularities of provincial health needs and system capacities, while formulating policies that are 
sufficiently abstracted to provide overarching direction for mental health system governance. It is 
against this backdrop that the current study is situated.   
1.3 Aim and research questions  
The aim of this study was to explore how the mental health policy consultation process undertaken in 
South Africa in 2012 informed policy, by tracing the movement of different forms of knowledge through 
the consultation process. This was applied to a particular case of policy consultation and, in addressing 
this aim, the study sought to answer three research questions in relation to this specific case: 
1. How 
consultation process? 
2. How did the consultation process enable or constrain the movement of knowledge from 
enacted to inscribed forms?  
3. How did inscribed knowledge outputs from the consultation move through points of abstraction 
to inform policy? 
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These questions were developed in an iterative process of engagement and refinement in moving 
between theory and data (Maxwell, 2013) to understand how the mental health policy consultation 
process had generated outputs that might inform policy.  
1.4 Study methodology  
1.4.1 The point of departure: From what to how to why  
This is a qualitative research study. A qualitative approach to research allows for exploring real-world 
phenomena i (Durrheim, 2006, p. 47) towards describing and 
understanding the what, how, and why characteristics of a particular phenomenon (Henning, 2004).  
As is often the case with qualitative research, this study did not finish where it was expected to at the 
start. The Mental Health Policy Framework and 
Strategic Plan 2013-2020, comparing it to the draft policy that was reviewed during the policy 
consultation process. Of interest was how the framing of mental health issues during the consultation 
may have influenced the framing of how these issues were addressed in the final policy. However, 
preliminary comparative analysis of the draft mental health policy that was reviewed at the consultation 
summits and the final policy document revealed that there were very few substantive changes to the 
content of the document following the consultation. This analysis, then, provided the point of departure 
for this study: exploring how the consultation process unfolded  particularly in relation to the 
movement of knowledge through this process  in an attempt to understand why inputs at these 
summits may not have influenced the policy.  
Both the complexity of the case and the non-linear nature of the research process created a number of 
challenges in the write-up of this case study, including how to present the research in an ordered way 
without reverting to a chronological approach. It was helpful to conceive of this research as proceeding 
 
1. Content reflection  describing WHAT happened, 
2. Process reflection  exploring HOW it happened, and  
3. Premise reflection  understanding WHY it happened, linking back to why this was considered 





This approach was used as a structuring tool to anchor different elements of the research:
1. WHAT happened  the description of the case (consultation process). This is described in the 
METHODOLOGY chapter. It also includes the preliminary finding that the policy changed only in 
relatively minor ways following the consultation process, which is presented as the point of 
departure for this study in the FINDINGS chapter.   
2. HOW it happened  an in-depth exploration of the consultation process towards understanding 
what happened to knowledge inputs through the process. The how informed the specific 
research questions underpinning the study, and is detailed throughout the analysis presented in 
the last five sections of the FINDINGS chapter.  
3. WHY it happened  a critical and conceptual interpretation of why what happened played out in 
the way that it did, and what this means in the context of what is known about this issue. This 
comprises the DISCUSSION chapter.  
1.4.2 Study approach and design  
As knowledge is a central concern in this thesis, it is important to consider how knowledge is understood 
ontologically and epistemologically in this study, and to locate the research within a particular 
philosophical paradigm. The paradigmatic position adopted in this research study was informed by a 
pragmatic philosophy. Ontologically speaking, reality is understood by pragmatists as fundamentally 
experiential (Morgan, 2007). Although pragmatists acknowledge that there is such a thing as reality, this 
what one knows throug
to make sense of these interactions (DeForge & Shaw, 2012). In pragmatism, then, external reality 
world with different elements or layers, some objective, some 
 3). Reality can be known using research 
2014, p. 37), gathered through both quantitative and qualitative approaches.  
Given that the current study sought to illuminate the complexity of moving from the particular to the 
abstract in knowledge and policy, a pragmatic paradigm was considered a particularly good fit, as it is 
able to connect context with generality, and subjectivity with objectivity (Morgan, 2007). Thus, in a 
sense, an approach based on a pragmatic paradigm represents a flexible and practical approach that 




In keeping with the descriptive, exploratory nature of the questions guiding this inquiry, a single case 
study research design was adopted. Case study designs fit within the practical, real-world philosophy 
typical of pragmatic paradigms. Case studies also tend to focus more on process than on outcome 
(Denscombe, 1998) and are considered appropriate design choices when dealing with how and why 
questions (Yin, 1994), as they allow for in-depth engagement with the object or subject of study through 
employing multiple methods to analyse multiple sources of data. As the aim of this study was specifically 
to consider the movement of knowledge forms through a policy consultation event, as opposed to 
seeking a holistic understanding of the consultation process, an embedded case study design was 
employed. The details of the selected case are briefly outlined next.  
1.4.3 Selection of the case and data collected 
The mental health policy consultation process that was undertaken in South Africa in 2012 was 
purposefully selected (Maxwell, 2013) as the case for this study. More specifically, the provincial and 
national mental health consultation summits that took place between February and April 2012 were 
selected as a temporally d its subsequent 
finalisation and implementation. As such, this was an instrumental case study, whereby the selected 
detailed description of the case is provided in the methodology chapter. The decision to focus on this 
case specifically was a natural follow-on from the preliminary analysis of the mental health policy that 
served as the point of departure for this study.  
Given that the phenomenon of interest in this study was the movement of knowledge through these 
consultation events, data were selected that would provide a window on forms of knowledge that were 
in use during the summits in a way that would address the research questions. In keeping with the 
imperative to include data from multiple sources in case study inquiry (Yin, 1994), key informant 
interviews, documents, and audio recordings of summit proceedings comprised the data sources for this 
study. Seven interviews were conducted with key informants who had participated in various ways in 
the mental health consultation process. These individual perspectives generated a number of 
 the 
consultation process, which both reflected potentially important theoretical issues and informed 
subsequent decisions regarding data selection (Babbie & Mouton, 2001; Willig, 2008; Yin, 1994).  
Several documents were included as data: the pre-summit draft mental health policy document; the 
final mental health policy document; the national mental health summit programme; and the draft and 
final summit declarations (output of the national summit). Consultation summit reports were also 
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requested from the provincial and national departments of health and, where available, were included 
as data to trace the transfer of knowledge between and within summits. Audio recordings from the 
entire two-day national summit were obtained, including of the ten topic-driven breakaway group 
discussion sessions that took place during this summit. These were transcribed and the transcripts 
formed an integral part of the data analysis.  
1.4.4 Data analysis 
Due in part to the complexity of both the consultation process and the data it generated, it was 
important to adopt a conceptual lens through which these could be understood. This conceptual 
framework evolved during back-and-forth iterations between theory and data, while maintaining an 
awareness of the unique context within which this consultation process occurred. It provided the 
knowledge-in-policy focus of this study which, in turn, informed the analytical framework. This, again, is 
consistent with a case study design, as Yin (1994) suggests that the best analytical strategy is one that 
relies on 2015a) knowledge schema formed the 
analytical framework, making it possible to view the data in terms of how it was functioning as a form of 
embodied, enacted, or inscribed knowledge. Within each of these overarching thematic layers, a 
number of thematic analyses were applied.  
i)  Point of departure: Comparative analysis of policy documents 
A preliminary phase of analysis was conducted, towards addressing the original aim of this study 
outlined in section 1.4.1 above. This involved a comparative thematic analysis between the draft mental 
health policy document that was reviewed at the consultation summits in 2012 and the final mental 
health policy document that was adopted in 2013. The finding that policy content changed very little 
following the consultation summits shifted the focus of the study to the consultation process itself, with 
the comparative policy analysis thus serving as the point of departure for this case study.  
ii) From the inside out: Reviewing the consultation process   
 
The main 
policy consultation process and policy content. Thematic framework analysis was employed to identify 
key themes relating to the process of policy consultation, and to policy content as it related to key issues 
in mental health from the perspective of interview participants. The interview findings are revisited at 
the end of the analysis and combined with the findings from the analysis of the summit documents and 
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transcripts, to identify continuities and discontinuities across the data and highlight issues for 
discussion. 
 
Deductive, thematic content analysis was used for the analysis of documents and transcripts from the 
policy consultation process. This allowed for both a thematic and a numerical approach to the data that 
would allow for comparison across multiple data sources within particular content areas, for the 
purposes of tracing knowledge as it moved from one point in the consultation process to the next. 
Themes were developed deductively in most cases, while nonetheless allowing for additional themes to 
be identified within data as analysis progressed. The identification of the deductive themes was guided 
by the mental health topics that were identified for discussion at the national summit, as well as by the 
types of knowledge that were identified in the literature as relevant   specifically, 
embodied (including experiential and evidence-based), enacted, and inscribed forms of knowledge. The 
deductive themes were applied across multiple layers of analysis, requiring repeated returns to the data 
to build these layers; these are described briefly below and linked back to the three research questions.  
 
iii) Embodied knowledge enacted  
consultation process?)  
The analysis moved out from the level of the individual (interview) to the enactment and inscription of 
embodied knowledge at the micro level, that is, within the ten breakaway discussion group sessions at 
the national summit. The analysis here focused on the use of evidence-based and experiential 
knowledge claims by participants to support or oppose policy proposals.  
 
iv) Enacted knowledge inscribed  
(Addresses question 2: How did the consultation process enable or constrain the movement of 
knowledge from enacted to inscribed forms?) 
The analytic focus then turned to an analysis of the way in which the consultation process at the micro 
and meso levels may have enabled or constrained the enactment and inscription of this embodied 
knowledge, and in particular the movement of knowledge from enacted to inscribed forms.  
 
v) Inscribed knowledge transferred  
(Addresses question 3: How did inscribed knowledge outputs from the consultation move through 
points of abstraction to inform policy?)  
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In the third level of analysis, the knowledge inscribed in documents with increasing degrees of 
summarisation (abstraction) across the consultation process was compared and analysed for follow-
through of inscribed knowledge from the particular (group recommendations) to the abstract (policy 
document).  
 
vi) From the outside in: Re-viewing the consultation process  
(Addresses all three research questions) 
This final phase involved returning to the interview findings and integrating these with the findings from 
the analysis of summit documents and transcripts in order to move towards an understanding of how 
and why particular forms of knowledge did  or did not  move through the policy consultation process. 
In this section, a factual synthesis of findings in relation to the three research questions is presented, 
with particular emphasis on drawing out the connections to embodied, enacted, and inscribed 
knowledge forms.  
The findings chapter begins with the preliminary analysis of the draft and final policy documents, framed 
as the point of departure for this study. The remaining sections are then structured according to the five 
analytical layers outlined above.  
1.5 Definition of key concepts  
The conceptual framework guiding this study draws on bodies of work that, while related, have not 
typically been considered all together: the forms and functions of knowledge at the intersection of 
evidence-based policymaking and consultative policymaking in mental health in low- and middle-
income country contexts. Because these concepts underpin the conceptual framework that guided this 
research, they are briefly explained below.  
1.5.1 Context: Mental health and low- and middle-income countries 
Mental health: This study is set in a mental health context. Mental health is defined by the World Health 
-being in which the individual realizes his or her own abilities, can cope 
with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution 
-
p. 7). Mental health is determined by individual, social, political, economic, and environmental factors. 
As the focus of this study is on consultation around mental health policy, the findings are interpreted in 
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relation to their implications for mental health policy development at an individual, systemic and 
governmental level.  
Low- and middle-income countries: Low- and middle-income countries (LMICs) are defined according to 
the World Bank as those countries with a gross national income per capita of between less than $1,025 
(low-income) and $12,475 (upper middle-income) (World Bank Data Team, 2017). Such countries are 
thus classified as economically distinct from high-income countries (HICs). South Africa is classified as an 
upper middle-income country (World Bank Data Team, 2017). However, this categorisation should be 
interpreted in the context of extremely high inequality, as measured by the Gini coefficient (Lustig, 
2016), such that a large proportion of the South African population lives in extreme poverty, despite a 
relatively high ranking in average terms.  
The LMIC term is frequently used interchangeably with developing countries, while the HIC-LMIC 
distinction is also sometimes defined as the global north and global south, or Western and non-Western 
countries. These distinctions are often employed to highlight the unique challenges within these 
environments. Although the term developing countries is now being used less frequently, it is still used 
include mental health targets (Khokhar & Serajuddin, 2015; United Nations, 2017). In this study, 
therefore, the terms LMICs and developing countries are used interchangeably.   
1.5.2 Policymaking: Evidence-based and consultative   
Evidence-based policymaking: Evidence-based policymaking is both a conceptual rationale and an 
olicy decisions should 
be better informed by available evidence and should include rational analysis. This is because policy 
iii). There are numerous evidence-based policymaking strategies, which differ according to how 
evidence is defined and how it is incorporated into policy. In relation to this study, evidence-based 
policymaking has relevance as a particular knowledge-transfer process that adds evidence-based 
.   
Knowledge transfer: Knowledge transfer is a term commonly employed in relation to evidence-based 
policymaking and, as the name suggests, refers to a set of models or practices that aim to increase the 
uptake of knowledge into policy and practice. Knowledge transfer is often used interchangeably with 
knowledge translation, research uptake, dissemination, diffusion, knowledge exchange, and bridging the 
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know-do gap. There is also overlap with knowledge-management strategies characteristic of the 
organisational literature.  
Consultative policymaking: Policy consultation is located within the broader context of public 
participation, although the terms have also been used interchangeably. It involves an exchange between 
those who make policy and those affected by policy choices, with varying degrees of participant 
involvement in the decision-making process at different points in time. Governments engage in 
consultation around public policies for a number of purposes, ranging from information exchange to an 
indication of responsiveness to public preferences, to transferring responsibility for the decision to the 
hands of citizens.  
Impact of policy consultation on policy: There is a general expectation in policy consultation that the 
inputs of those consulted will in some way be used in the development of policy. There is much debate 
around the issue of impact of consultation on policy, in part due to lack of consistency or clarity in how 
impact is defined or assessed. Impacted, used, influenced, informed, considered, followed through, 
taken up, or factored into policy are all terms that are used in relation to how public inputs to a 
consultation process are managed in relation to policy. Informed  is the term used predominantly in this 
study due to the implication inherent in this term that there is not a direct linear relationship between 
consultation inputs and policy outputs.  
1.5.3 Knowledge: Embodied, enacted, inscribed  
These three concepts were developed by Freeman and Sturdy (2015a) in their conceptual knowledge 
schema described below. They conceived of knowledge forms as analogous to the three phases of 
matter: liquid (embodied knowledge), gas (enacted knowledge), and solid (inscribed knowledge). These 
three concepts are central to this study and so are briefly defined here.  
Embodied knowledge
a, p. 9). It is typically understood as tacit, practical, and 
experiential. However, Freeman and Sturdy also incorporate explicit, factual, or theoretical knowledge 
in their definition of embodied knowledge. This more explicit, fact-based type of knowledge has 
sometimes been defined as embrained, and can be seen as representing, among other things, the 
evidence-based knowledge that individuals embody and are easily able to articulate in verbal form. The 
premise is that all knowledge, whether verbal or non-verbal, is experienced by and in the physical being 
of each individual. In this study, participants in the policy consultation process are seen to draw on both 
evidence-based and experiential knowledge, understood here as embodied within individuals and 
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This is in 
other (non-bodily) forms  specifically, in enacted and inscribed forms held in interactive spaces and in 
documents/materials, respectively, as described below.  
Enacted knowledge: Enacted knowledge captures the action component of knowledge. Like gas is to 
solid and liquid, enacted knowledge represents the transformation of embodied and inscribed 
knowledge into a new, active form. Freeman and Sturdy (2015a) recognise enacted knowledge as a 
distinct form of knowledge which may, in turn, result in the production of new embodied or inscribed 
knowledge. Like gas, enacted knowledge is transient and only visible through (inter)action. It is a 
particularly useful concept in relation to this study, as it calls attention to the interactive meeting spaces 
 
Inscribed knowledge: Inscribed knowledge is a codified form of knowledge that is captured and encoded 
in words or symbols in material artefacts such as documents. Inscribed knowledge represents a 
reproduced, and easily transferable. Inscription of knowledge typically involves some form of 
abstraction in the codification process. In a policy consultation process, the inscription of knowledge in 
documents is a critical component of transferring knowledge inputs to policy outputs.  
Using the embodied-inscribed-enacted framework as an analytical lens in this study made it possible to 
explore how knowledge moved through the mental health consultation process, and specifically through 
the national consultation summit, in different forms. It provided insight into how the use and transfer of 
these different forms may have influenced the potential of summit outputs to inform policy. A common 
theme in this study is the tension between the particular and the abstract when developing policy in 
mental health contexts. This knowledge framework allowed for the analysis to be approached in terms 
of moving from the particular (embodied knowledge) to the abstract (inscribed knowledge). This 
premise is elaborated on in Chapter 2.   
1.6 Structure of thesis  
This chapter presents an overview of the study, with the aim of providing a roadmap for the reader to 
the study components that are addressed in detail in the chapters below. In the next chapter (Chapter 
2), the key contexts and concepts around which the research is positioned are unpacked. This review of 
relevant literature considers how knowledge and policy intersect within a mental health context, both 
globally and locally. It draws on theories and research relating to evidence-based and consultative 
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policymaking in order to highlight the complexity of the policymaking process and specifically the 
transfer of knowledge through these processes  and, finally, considers how different forms of 
knowledge intersect with policy. The conclusion of the literature review chapter draws together the 
tensions between different forms of knowledge in policy decision-making, considering how mental 
health policymaking represents a unique kind of knowledge problem for policymakers.   
In Chapter 3, the methodology of the study is described. This chapter provides the rationale for the 
qualitative case study design and locates this within a pragmatic paradigm. A detailed description of the 
case is presented, and the choices made regarding units of analysis, data collection, and data analysis 
are explained. The classification of knowledge as embodied, enacted, and inscribed was drawn from the 
conceptual framework to inform the analytical framework. The findings reported in Chapter 4 are thus 
discussed in relation to this framework. Chapter 5 interprets these findings in the context of existing 
theory and research on knowledge and policy consultation in a mental health and developing country 
context and outlines recommendations for practice and for further research. The conclusion (section 
5.5) of the discussion chapter highlights how this study has contributed to knowledge of mental health 
policy consultation processes in South Africa, illuminating gaps in the consultation process that have 
implications for those organising and participating in such processes in future. The contribution of this 
study to empirical work on the embodied-enacted-inscribed knowledge framework  and specifically its 
application in developing world contexts  is also outlined.     
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Chapter 2: Literature review
This study draws on three main bodies of work in conceptualising mental health policy consultation as a 
knowledge problem. These comprise the three main sections of this chapter: evidence-based 
policymaking, consultative policymaking, and knowledge-in-policy as embodied, enacted, and inscribed.  
A brief overview of these sections is presented here.  
The first section incorporates literature on evidence-based policymaking to provide a brief review of 
policymaking processes to give context for the current study. The discussion focuses particularly on the 
shift towards ensuring that policies are evidence based, outlining knowledge-translation models that 
have been developed to increase the uptake of evidence into policy. The iterative and interactive nature 
of both policymaking and knowledge transfer is emphasised in this discussion. The epistemological 
challenges associated with different kinds of evidence relating to mental health as it moves across 
contexts  such as from global to local sites, or from the abstract to the particular.  
In the consultative policymaking section, principles of and approaches to public participation in 
government decision-making are discussed. Policy consultation is presented as a form of public 
participation that tends more towards information exchange between citizens and government officials 
than to shared decision-making or control. A review of the public participation context in South Africa 
shows that participatory principles have typically not been realised in practice in the country. The gap 
between policy development and policy implementation is explored as a particular challenge in this 
regard.  
Process- and outcome-related criteria that have been used to assess the effectiveness of policy 
consultation are then presented, with particular emphasis on how these criteria might influence the use 
or influence of policy consultation on policy. The conceptualisation of policy consultation as a 
knowledge-management process is then discussed  both in terms of procedural aspects, as well as in 
terms of recognising the legitimacy of different kinds of knowledge contributions and enabling these in 
participatory processes. Finally, this second section explores policy consultation in mental health as a 
particular kind of knowledge problem for policymakers, with respect to including, enabling, and 
capturing mental health knowledge inputs.  
In the third and final section of this chapter, the intersection of knowledge and policy  and specifically, 
policy consultation  is considered in greater detail. The discussion begins by outlining specific functions 
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that knowledge might serve in policy, and is followed by a brief review of the opportunities and 
challenges presented by tacit and explicit forms of knowledge, as well as by mechanisms for integrating 
these. This discussion highlights again how the perceived legitimacy of different kinds of knowledge 
might affect this. The embodied-enacted-inscribed knowledge framework is then presented and 
described, returning to consideration of key elements of policy consultation processes that might 
optimise the integration and use of these different knowledge forms. This is considered specifically in 
the context of mental health policy consultation in the concluding section of this chapter.  
2.1 Evidence-based policymaking 
This study is situated in the larger body of work regarding how public policies come to be developed and 
implemented. In particular, this study is about the use of knowledge in policy consultation in terms of its 
transfer in different forms through a consultation process. As such, it is located within the broader 
context of policymaking and positioned in relation to another area of policymaking in which the role of 
knowledge and its transfer has had a significant impact: evidence-based policymaking. A broad overview 
of the evidence-based policymaking movement is thus presented in this section, providing a contextual 
and theoretical backdrop to the knowledge-policy interface intrinsic to consultative policymaking. The 
discussion in this section focuses on the interaction of one particular type of knowledge  research 
evidence   with policy, to foreground later discussions on the points of divergence between evidence-
based policymaking and consultative policymaking. It also highlights the complexities of the very nature 
-
for policymakers when moving this knowledge between different contexts.     
2.1.1 Policymaking and the evidence-based shift 
2.1.1.1   The policymaking process  
 
At a general level, policymaking can be understood as a series of decisions, undertaken through a variety 
of methods, that effect varying degrees of change (Jones, Jones, Shaxson, & Walker, 2012). The making 
of policies  from agenda setting to implementation  
system and governance process. The nature of this system will influence how policies are made, who 
has a say in these policies, and the extent to which the policymaking process is open or closed to the 
direct or indirect involvement of a wide variety of potential voices (Walt, 1994). This helps to orientate 
public policymaking as a political process; thus, it is -solving process: it is a process 
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of negotiation, bargaining, and the accommodation of many different interests, which reflect the 
 
Health policy development  and, by extension, mental health policy development  has been described 
as complex, multi-level, continuous, and driven, to varying degrees, by government, the public 
(including interest groups), and foreign agencies (Buse, Gilson, Dickinson, & Murray, 2008; De Vries & 
Klazinga 2006; Hyder et al., 2007; Walt & Gilson 1994). The product of policymaking in mental health 
should be a mental health policy document, which has been defined as an organised set of values, 
principles, objectives, and areas for action that provides the overall direction for improving the mental 
health of a population (WHO, 2005, 2009). The likelihood of the policy being contextually appropriate 
will depend on the processes by which it was developed, and in particular, the degree to which it has 
included key stakeholders within this process (Walt & Gilson, 1994), as well as whether it took relevant 
data regarding the mental health care needs of the population into account (Flisher et al., 2007). In the 
implementation of policy, the existence of an appropriate policy may be a necessary condition for 
improved services, but is, of course, not sufficient. Mental health policies may draw on evidence and 
international best practices but, as will be shown in this section, need to be tailored to local needs and 
conditions.  
A number of models specifically relating to the policymaking process have been developed, ranging 
from rational normative models which mostly prescribe how policy should be made, to incremental 
models that more closely reflect how policy is actually made (for an overview of these models, see Buse 
et al., 2008; Buse, Mays, & Walt, 2012; Walt, 1994). In addition to these conceptualisations of 
policymaking, several theories have been proposed to further understandings of how and why policy 
change occurs (Buse et al., 2008; Kingdon, 2003; Kuruvilla & Dorstewitz, 2010; Lipsky, 1980; Sabatier, 
1988, in Buse et al., 2008; Shiffman & Smith, 2007). What these models demonstrate is that 
policymaking is a complex, iterative interaction between content, process, and actors within particular 
political contexts. Research and researchers are among the many influences on policy; the ( lay ) public 
and their inputs and preferences are another.  
Policymakers may use evidence in policy towards particular goals, just as public participation in 
policymaking might achieve certain others. Certainly, the complexity of policymaking seems to require a 
specific kind of (expert) knowledge, which generally seems to lie in the hands of a small, elite minority. 
However, in democratic societies, the right of the public to participate in decisions that affect them is an 
important factor in public policymaking (Kuruvilla & Dorstewitz, 2010). The role of evidence-based 
knowledge in policymaking is the focus of this section; the role of public consultation in this process is 
considered in later discussions. As will be seen in later sections, balancing the different requirements of 
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each of these processes, and the knowledges they generate, adds to the challenge for policymakers 
seeking multiple inputs to inform policy in ways that balance inclusiveness with effectiveness.   
2.1.1.2   The shift to evidence-based policymaking 
Recognition of the value of evidence-informed decision-making in medicine sparked similar changes in 
the policymaking field (Buse et al., 2012). Evidence-based policies have been argued to be better 
informed about what will work and what will not, to allow for a broader range of policy options, to be 
more effective and more cost-effective, to increase confidence in decisions taken, to improve 
implementation, to result in better outcomes, and to improve the quality and longevity of life (Bowen & 
Zwi, 2005; Court & Young, 2004; Hanney, Gonzalez-Block, Buxton, & Kogan, 2003; Strydom, Funke, 
Nienaber, Nortje, & Steyn, 2010; Sutcliffe & Court, 2005). In low- and middle-income countries (LMICs), 
it is particularly important that evidence of effective strategies gained through research is used to 
inform policy so that limited resources available can be put to good use (Bennett & Jessani, 2011; 
Ssengooba et al., 2011; Swartz, Tomlinson, & Landman, 2004). With increasing recognition of the 
importance of grounding health and mental health policies in evidence about best practices in 
prevention and treatment (Lund, Stein et al., 2008) came calls for governments to focus efforts on 
finding ways to maximise the uptake of evidence into policy (El-Jardali et al., 2012).  
Initially, the role of research in policy was assumed to be a means to solve pre-identified policy 
problems, or to generate new knowledge that pointed to the need for new policies (Buse et al., 2012). 
This approach mirrored the rational, linear models of policymaking mentioned above. As with 
policymaking, however, there has since been a move away from these more linear approaches to 
recognise the complexity of the relationship between research and policy. Research has been used in 
policy in a number of ways, and research evidence has relevance at many points in the policymaking 
process, including in agenda setting, policy formulation, implementation, and evaluation. Several 
models have been developed to better understand how and why research-generated knowledge might 
be used to inform policy at various stages in the process. These are discussed in more detail below. 
What these models demonstrate is that knowledge does not easily move from one domain (research) to 
another (policy). Knowledge transfer requires careful attention to a number of factors that may increase 
or decrease the likelihood that evidence-based knowledge finds its way into policy.  
2.1.1.3   Models of evidence-  of knowledge 
The shift to evidence-based policymaking foregrounded the important role of evidence-based 
knowledge in policy, as well as of the processes through which this knowledge might be transferred 
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between the research and policy domains. These knowledge-transfer processes are outlined in this 
section.  
In recent years, there has been a proliferation of conceptual knowledge-translation models which aim to 
promote an interactive, reciprocal process of knowledge exchange between research producers and 
research users (Bowen & Zwi, 2005; Bullock et al., 2010; Graham et al., 2006; Kothari et al., 2005; WHO, 
2006). A number of terms have been used to capture the process of getting research results into policy 
(and practice)  bridging the know-do-gap, knowledge translation, research utilisation or uptake, 
diffusion, dissemination, knowledge transfer, knowledge exchange, and evidence-based policymaking. 
Many of these terms have been used interchangeably, or as sub-components of one another; in other 
instances, the same terms are used to refer to different processes. For simplicity, the term knowledge 
translation  will be used throughout this section, to refer to the complex set of processes that occur in 
the development of evidence-based policy.  
organisational unit to another  it is a complex interactive process that depends on human beings and 
(Landry, Amara, Pablos-Mendez, Shademani, & Gold, 2006, p. 597). This latter element 
highlights the importance of adapting knowledge to context, and therefore the need for translation. 
Knowledge translation has generally been differentiated from the more passive processes of knowledge 
utilisation, dissemination, and diffusion, highlighting that the transfer of research to policy is an 
interactive process that must be actively managed, not only through packaging knowledge to be more 
amenable for uptake, but through creating the conditions that will facilitate dialogue between key 
actors (Jones, Datta, & Jones, 2009; , 2015). As will be seen later, attention to 
these factors is also important for optimising the transfer of knowledge in policy consultation.   
A multitude of frameworks or models have been developed that attempt to facilitate an understanding 
of how a range of factors interact to bridge the gap  between evidence and policy. Each of these models 
attends not just to whether research is used in policy, but how it is used  whether instrumentally, 
conceptually, or symbolically (Mitton et al., 2007). Such functions may become more or less relevant at 
different stages of the policymaking process, for example, during agenda setting or during 
implementation. These functions of knowledge and their role in policymaking are picked up again in 
later sections (see section 2.3). Weiss (1979) has been particularly instrumental in providing ways of 
conceptualising this process, proposing six models to shed light on the pathways along which research 
might travel to policy: problem-solving models (push and pull), strategic models (political and tactical), 
the enlightenment model, and the interactive model. These are briefly outlined in this section.  
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Initially, knowledge-transfer models were primarily concerned with outlining how products from the 
research community might be transferred to the policymaking one, and came to be known as rational, 
or linear, models of evidence-based policymaking. Such models tended to see policymaking as a largely 
rational, problem-solving process which took place through a series of stages. Knowledge-driven, or 
push models (Weiss, 1979), proposed that researchers approached policymakers with a range of 
information (evidence) that might assist in developing (better) policies. In problem-solving, engineering, 
or pull models (Weiss, 1979), policymakers are seen as active seekers of information from researchers 
that could solve current policy problems.  
The overemphasis of these early models on the rational, linear nature of the evidence-based 
policymaking process led to the development of incrementalist models, which attempted to capture 
more accurately the complex, real-world process of policymaking and the role(s) of research within this. 
Incrementalist models  (1979) enlightenment and interactive models and 
(1959) muddling through model  acknowledged that both research and policy decision-making take 
place in parallel with a number of other social processes, which interact to create different functions for 
and impacts of research on policy and policy on research (Almeida & Bascolo, 2006). These 
incrementalist models also highlight that the transfer of knowledge is as much dependent on an 
interactive process of exchange between people as it is on other factors. The specific ways in which this 
transfer might be effected  that is, through dialogue or written policy briefs  are considered in later 
sections on the micro-processes of knowledge transfer.  
Recognising that research can be  and frequently is  used for strategic purposes, Weiss (1979) 
proposed two further models of knowledge translation: in the political model, research is used to 
legitimise pre-determined policy decisions and advance particular (political) agendas; in the tactical 
model, research is used for other political means, such as increasing perceptions of responsiveness 
among the public or even justifying delaying policy change (Almeida & Bascolo, 2006; Buse et al., 2012; 
, 2015). These models highlight the importance of ongoing contact between 
researchers and policymakers, such that policymakers become part of the research process in some 
way.  
The discussion in this section has outlined several approaches to understanding the relationship 
between research and policy in the context of evidence-based policymaking. Each approach highlights 
different aspects of the evidence-policy interface. A key conclusion that can be drawn from the 
knowledge-translation literature is that the relationship between research and policy is neither linear 
nor direct. The process is contingent not just on the (political) context in which it occurs, but on 
numerous individual, inter-individual, and institutional elements that intersect in different ways, at 
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different times in the policymaking process, in relation to different policy issues. While attending to one 
element  such as the appropriate packaging and communication of research results  might be a 
necessary condition for increasing the likelihood of uptake, no one factor is in itself sufficient.  
Importantly, the models described above that emphasise context and complexity highlight that research 
evidence is also just one among many sources of information, or knowledge, that policymakers need to 
and do draw on when making policy decisions (Jones, 2009; Jones & Walsh, 2008). The conclusion 
reached by Jones (2009, p. 29) following a review of knowledge-to-
message that is emphasised over and over again is that [knowledge-translation strategies] are more of 
an art than a science, requiring considera  for researchers and 
policymakers alike. In addition, much of the research on evidence-based policymaking has focused on 
an a priori 2013, 
p. 23, in Parkhurst, 2016, p. 24). As will be seen in the discussion below, critiques of knowledge 
translation extend beyond challenging the limitations of the process to disputing the epistemological 
status of evidence itself.  
 
2.1.2 Evidence-based policymaking in mental health as a knowledge problem 
In the previous sections, the process of evidence-based policymaking was considered from the point of 
-policy interface  in other words, the how of evidence-
based policymaking. The discussion above made some implicit assumptions about the nature of the 
knowledge  or evidence  that was to be transferred. In this section, the complexity of the notion of 
 the what of evidence-based policymaking  will be explored. It therefore focuses on the 
knowledge element of knowledge transfer. In particular, it considers how contested notions of what 
constitutes evidence in mental health complicate the movement of knowledge across different contexts, 
including from the abstract (objective) to the particular (subjective), from global to local, and from 
 apex of the evidence hierarchy 
the base. As will be seen later, these tensions between these epistemological and contextual dimensions 
are mirrored in the policy consultation space, where policymakers are faced with the increasingly 
complex task of integrating multiple knowledge inputs while balancing the abstract with the particular, 
the global with the local, and scientific expertise with on-the-ground experience.  
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2.1.2.1   Moving from abstract-objective to particular-subjective 
While the value of evidence in increasing the effectiveness and efficiency of policy interventions is hard 
to refute, the dominance of the evidence-based approach in both policy and practice has been called 
into question. A number of criticisms have been levelled against the notion of evidence-based 
policymaking and the assumptions on which it is based. This section will outline critiques that highlight 
the dangers of uncritical allegiance to evidence as the most comprehensive, unassailable knowledge 
base for making sound policy decisions. Some of these critiques have been tempered in more recent 
years, with the recognition even among advocates of evidence-
expect from evidence  even at best  is a supporting role in the policy-
Ouimet, 2016, p. 2). Nonetheless, the rationalist perspective of this approach endures, despite decades 
of critical analyses (Russell, Greenhalgh, Byrne, & McDonnell, 2008).  
The notion of evidence-based policymaking seems to be based on a number of assumptions about the 
objectivity of knowledge, the unproblematic separation of knowledge from those who generate it and 
those who use it, and the rationality of the decision-making process in policymaking (Greenhalgh & 
Wieringa, 2011; , 2015). In its purest form, evidence-based policymaking is a 
technocratic style of policymaking, bound up in (questionable) assumptions of positivism and what 
dence is value-
free and context-neutral, and can offer solutions to most, if not all, policy problems. As such, resolving 
the ethical and moral dilemmas that policymakers face is posited as a case of finding the best evidence 
to determine the best course of action.   
However, even advocates of evidence-  in itself, even 
when valid and relevant, is hardly enough to justify a particular course of action  And, even when 
Ouimet, 2016, p. 3). A broader ra
(Nutley, Walter, & Davies, 2007, p. 13). However, while cause-and-effect knowledge might be applicable 
in the medical sciences, the possibility of achieving reliable causal knowledge of social processes for the 
purpose of designing societal interventions is being questioned (Deaton, 2009; Sanderson, 2000).  
Precisely the methodological rigour that elevated scientific knowledge to its current position is part of 
its downfall  controlling variables and being able to specify causal factors do not have the same 
application in real-world contexts where there are multiple sources of influence (Head, 2010). In 
addition, the issues are complex and systemic, and there may be underlying value conflicts (Head, 2010). 
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There may also be a mismatch between the sort of information that researchers produce and its 
salience to policy decisions due, in part, to divergent timescales and priorities, and in part to the narrow 
focus of randomised controlled trials (RCTs) , Jones, & Walsh, 
2008). This limits what can be known about the effectiveness of interventions in the real world, unless 
pragmatic clinical trials are conducted, and is unlikely to provide conclusive evidence on how to 
prioritise issues or funding decisions, for example.   
As previously discussed, much of the research on evidence-based policymaking has concerned itself with 
the (instrumental) use of knowledge to inform suitable policy solutions. This assumes not just the 
neutrality but also the stability and uniformity of evidence (Little, 2003). However, there may be 
multiple evidence-based solutions to every problem, as well as multiple ways of interpreting the 
evidence . Furthermore, the evidence-based policymaking discourse tends to portray research findings 
o their recipi
(  & , 2015, p. 22). As such, a focus on evidence-based policymaking may 
overemphasise the role that scientific knowledge plays in policy decisions (Freeman, 2000), implying 
that if enough empirical research is conducted, the answers to all policy questions will be found. 
Challenges against this approach are based, in part, on the reductionist and acontextual nature of 
evidence, and in part on the paradox that the more that is discovered about social issues, the more 
apparent are the gaps and limitations in knowledge about these issues (Head, 2010).  
Furthermore, research findings are often contradictory and inconsistent, thereby complicating policy 
choices rather than simplifying them and creating uncertainty where certainty is sought (Grundman & 
Stehr, 2012). If there ever comes a time when all the evidence is in
number of caveats, and are qualified with st
al., 2008, p. 90). This may be partly why some policymakers have suggested that while there is an 
abundance of evidence highlighting the scale of the problem what is
solving the problem what is to be done  , Platt, 
McCollam, Wilson, & Thomas, 2008, p. 7).  
The role of knowledge in policy, then, is more complex than drawing on available evidence to solve 
problems. Insofar as knowledge constructs or frames the very problems to be solved, it may also be 
employed for political uses, including establishing or contesting authority and control over policy choices 
(Bacchi, 2009; Daviter, 2015). There is therefore the possibility of the politicisation of science, where 
evidence may be manipulated for political gain, as well as the scientisation  of politics, where evidence 
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is used to justify political ends (Jones et al., 2008). Thus, the focus of evidence-based policymaking on 
what works risks disguising political agendas as science (Greenhalgh & Russell, 2009) and obscures the 
the political nature of policymaking in idioms of objectivity, neutrality, and rationality (Shore & Wright, 
 & , 2015, p. 17). It also ignores the fact that the 
 that evidence is meant to fill are not voids, 
 just by information but 
by interests, ideology, and institutions (Weiss, 1999).   
Questions  
those that resist clear solutions (Head, 2010)  have also highlighted the role of values and uncertainty 
in policymaking. While all questions require evidence, Greenhalgh and Russell (2009, p. 310) argue that 
scientific evidence. Whose likely benefit is worth whose potential loss? These are questions about 
 . 
answered by throwing more science at the problem. This suggests that policymaking may be less about 
a rational process of deciding between available options and more a process of debating between 
different value-based possibilities, values that themselves are contextually rooted.  
Policymaking therefore involves making value-based choices between multiple options in setting 
priorities and allocating scarce resources (Parkhurst, 2016), a reality that the notion of evidence-based 
policymaking obscures. Parkhurst (2016, p. 19) suggests that the what works  language of evidence-
, failing to recognise that 
what works here might not work there. This is particularly important when it comes to clinical trials and 
the real-world applicability of these findings. While there is evidence from trials that task shifting in 
mental health care is effective, for example, there is little evidence that it works at scale due to capacity 
and resource constraints (Burgess, 2016; Eaton et al., 2011). This points to the importance of drawing on 
evidence that has relevance for the contexts in which evidence-based policy will be implemented. As will 
be discussed in the next section, there are a number of challenges in generating and using locally 
applicable evidence in developing countries, as well as in transferring evidence from global to local 
contexts, particularly with respect to mental health.   
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2.1.2.2   Moving from global to local  
The problem of local evidence  
An inadequate supply of locally-relevant evidence is argued to be one of the obstacles to evidence-
informed policymaking in developing countries (Omar at al., 2010). For policymakers to prioritise mental 
health, they need to first be convinced that effective interventions for mental health exist, and that 
investing in such interventions is cost effective. Many LMICs, however, have insufficient data to guide 
policy decisions (Saxena & Maulik, 2003; Wang et al., 2007). The types of evidence available also tend to 
be limited to clinical interventions, which does not address how such interventions might be 
implemented effectively even as part of a well-functioning mental health system (Minas & Cohen, 2007; 
Omar et al., 2010; Saraceno, 2007; Swartz et al., 2004). In LMICs, it is particularly important that 
evidence of effective strategies gained through research is used to inform policy so that limited 
resources can be optimised (Araya, 2009; Mari et al., 2006; Ssengooba et al., 2011). However, the bulk 
of economic analysis about cost-effective mental health interventions has been conducted in high-
income countries, and cost-effectiveness evidence translates poorly across different contexts 
(Khandelwal et al., 2010; Saxena et al., 2007). It is thus essential that locally appropriate evidence is 
generated for countries to find solutions to their own mental health problems (Ebrahim & Smith, 2001; 
Ndetei, 2008).  
However, if resources for health care are limited, they are even more limited for health research, 
particularly in LMICs (Barsdorf, 2012; IJsselmuiden, Marais, Becerra-Posada, & Ghannem, 2012; Volmink, 
2005). Mental health research has to compete for resources with other health research priorities (Araya, 
2009) and, in general, mental health research and the infrastructure needed to support such research in 
LMICs are grossly inadequate (Mari et al., 2006; Saxena, Maulik, Sharan, Levay, & Saraceno, 2004). The 
limited capacity of health research systems in LMICs to generate the evidence needed to address health 
problems has been identified as a potential obstacle to the development and effective implementation 
of health policies (Lund et al., 2008; McDaid et al., 2008; Ngui et al., 2010; Omar et al., 2010). Despite 
widespread acceptance that mental health research is critical for effective service provision and policy 
planning, it is generally acknowledged that there are insufficient resources for mental health research in 
South Africa relative to the burden of mental illness (Chipps & Ramlall, 2012; Freeman, 2000; Razzouk et 
al., 2010).  
In addition to gaps in mental health research capacity, there are also insufficient mechanisms, 
resources, and capacities for ensuring the effective translation of evidence to policy in South Africa 
(Cronin & Sadan, 2015; Naude et al., 2015; Senkubuge & Mayosi, 2012). Resources are required for all 
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stages of the policymaking process (Omar et al., 2010), including the uptake of evidence into policy
(Young, Garner, Clarke, & Volmink, 2016); however, in many LMICs, there is limited capacity on both 
sides of this process. For a number of reasons, there is poor transfer of knowledge between the 
research and policy processes (Lund, Kleintjies et al., 2008; Pang et al., 2003), with the result that 
available evidence is under-utilised and has limited impact on policy (Aikins et al., 2010; Omar et al., 
2010). Research and policy priorities are usually poorly integrated (Chipps & Ramlall, 2012), and there 
are poor linkages between researchers and policymakers (National Health Research Committee [NHRC], 
2011). There is a need for researchers to understand the process of policy development and 
implementation, and to develop strategies for communicating with policymakers (Naude et al., 2015; 
Young et al., 2016). Similarly, there is a need for policymakers to understand the research process and 
the implications of research evidence, as well as to develop the expertise to utilise research outputs 
effectively (Lund, Kleintjes et al., 2008).  
This section has highlighted systemic challenges with respect to producing locally relevant evidence as a 
result of capacity constraints in both the research and research-to-policy systems. In the absence of 
well-developed local information systems, mental health research infrastructure, and capacity for 
knowledge transfer in policymaking, policymakers in developing countries must find ways of integrating 
limited locally generated evidence with global  evidence. However, in the mental health field in 
particular, uncritical application of evidence from high-income country contexts is potentially 
problematic. Some of the challenges in moving from global to local knowledges in mental health are 
discussed next.  
The problem of mental health evidence 
Much of the evidence about the effectiveness of interventions has been generated in high-income 
countries, and the generalisability of such information from one context to another has been called into 
question (Patel et al., 2007; Saxena et al., 2007). For one thing, global research agendas and the funding 
behind them can perpetuate cultural biases and exclude socially disadvantaged groups (Crowther, 
Lipworth, & Kerridge, 2011)
interpretation, and impact of evidence  & Pedersen, 2014, p. 768). In addition, what is 
understood as mental health globally versus locally is a matter of discourse and ideology, which frame 
how problems are seen and therefore addressed (Jakubec, 2004). Understanding the uptake of evidence 
into policy, then, is also a case of understanding how and why particular ways of thinking about, 
measuring, and intervening in mental health issues gain ascendancy in policy dialogues (Brock et al., 
2001). Some of the tensions between global and local understandings of mental health are explored in 
31 
diagnosis, culture, and the medicalisation of mental health.  
Around a decade ago, some of the international efforts to respond to the global burden of mental illness 
were drawn together under the umbrella of the global mental health movement (Horton, 2007; Lancet 
Global Mental Health Group, 2007; Patel et al., 2011). This movement is based on the notion that 
everyone with mental illness, anywhere in the world, deserves attention (Rinehart, 2016; Whitley, 2015) 
and was in part a response to the low priority that mental health had typically been given (Jacob et al., 
2007). There is clearly great value in seeking to address the previously neglected issue of mental illness 
by drawing attention to a universally shared burden and the human rights implications of leaving this 
burden unaddressed. However, the global mental health movement has also been criticised on a 
number of grounds. The discussion that follows outlines some of these critiques in order to illuminate 
-  as it applies to mental health. These 
complexities contribute to the challenges facing policymakers in these settings, as they must navigate 
these tensions when integrating multiple knowledges into evidence-informed and locally relevant 
mental health policies. Three dimensions of the critiques against the global mental health movement  
and, more broadly, the transfer of mental health evidence from global to local contexts  are described 
here: the medicalisation of mental health, assumptions underlying diagnostic classification systems, and 
the influence of culture on human experience.  
Medicalisation refers to the way in which mental distress has come to be framed in medical or 
neurobiological terms, and the tendency to categorise and classify psychiatric disorder in disease-like 
terms (Kirschner, 2013). Medicalisation has, in one sense, been a way of destigmatising mental illness, 
framing it as a real  disease, as opposed to a moral or personal failing. This has, in part, been the 
mission of the global mental health movement (Clark, 2014). Some have argued, however, that this 
approach is at risk of biological reductionism, making explicit assumptions about the biological basis of 
mental illness. For one thing, there is still debate about the biological basis of some of these disorders, 
for example, post-traumatic stress disorder (Clark, 2014; Stein, Seedat, Iversen, & Wessely, 2007; Tribe, 
2014). Critics also argue that the evidence base for biological causes of and treatments for mental illness 
is far from comprehensive and uncontested (Bentall, 2009; Fernando, 2012; Ingleby, 2014; Summerfield, 
2012).  
Another consequence of the biological focus inherent in the medicalised approach is that it risks 
masking the effects of the social determinants on mental health. 
amount of the social and mental suffering experienced in developing countries can be attributed to 
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289). A psychological response of distress under such circumstances might be considered a normal 
human response to abnormal conditions (Summerfield, 2008). As such, the global mental health 
medical solutions to non-medical problems, thereby 
. Furthermore, biomedicine and 
psychiatry are themselves cultural institutions and, as such, Kirmayer and Swartz (2014, p. 44) suggest 
the social 
mental health movement acknowledges the social determinants of mental illness, Fernando (2012) 
services using a Western biomedical 
model, with a notable lack of attention to culture and its relationship to mental health.  
Asserting a biological basis of mental disorder also makes implicit assumptions about the universality of 
mental illness. This is problematic in part because disease categories are socially and historically 
constructed (Clark, 2014; Small, 2006). Social constructionists argue that the way in which diagnostic 
taxonomies such as the Diagnostic and Statistical Manual of Mental Disorders (DSM) and International 
Classification of Diseases (ICD) construct mental disorder effectively constructs normality, such that the 
discourse remain unseen or unacceptable (Aho, 2008; Crowe, 2000). Because these classification 
systems originated within a Westernised framework, they tend to assert an individualised, rationalistic 
as a form of cultural imperialism (Whitley, 2015). Despite 
widespread acceptance of the influence of culture on mental health
knowledge, evidence on mental disorders tends to downplay or ignore cultural variations  (Kirmayer & 
Swartz, 2014, p. 53).  
Fernando (2012) argues that the global mental health movement has also been a large driver of the 
research agenda, using the global burden of mental illness  based on Disability-Adjusted Life Years 
(DALYs)  to support advocacy for scaling up mental health care services. However, this perpetuates a 
greater than the sum of the distress of its individual members, particularly in collectivist 
(Fernando, 2012, p. 400). This points to another difficulty with transporting Westernised diagnostic 
concepts and treatment systems to other (cultural) contexts: differing notions of selfhood across 
cultures and the effects of this on human experience. While Western psychological theories tend to be 
individualistic in orientation, people in many non-Western cultures around the world have a more 
interpersonal worldview (Mpofu, 2002). Here, personhood is most often defined and experienced 
relationally (Bakhurst & Sypnowich, 1995; Guisinger & Blatt, 1994; Mkhize, 2004; Tangwa, 2000), such 
that the meaning of being ill is interpreted within a socially and culturally constituted frame of reference 
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(Kleinman, 1980; Petersen, 1998).
theories and treatment systems with non-Western indigenous systems (Hoppers, 2002; Mpofu, 2002). 
This, in turn, entails incorporating alternative forms of evidence that can account for the meaning and 
lived experience of mental illness. This is explored further below.  
2.1.2.3   Moving from evidence to experience 
Hierarchies of evidence, with RCTs as the gold standard, may seek to distinguish harmful from effective 
interventions, but they may also mask the fact that many other types of knowledge can, do, and should 
inform decisions (Bowen & Zwi, 2005; Davies, Nutley, & Walter, 2008; Venn, n.d.). In recent years, there 
have increasingly been calls for the evidence-based movement to expand its conception of what counts 
as reliable knowledge (Pope, 2003), which includes expanding the range of methodologies that might 
generate this knowledge (Hutchinson & Rogers, 2012). There is growing recognition, for example, of the 
value of both practical or professional knowledge about what works under what conditions, as well as 
the experiential knowledge of service users and ordinary citizens in informing policy decisions (Collins & 
Evans, 2002; Glasby & Beresford; 2006; Head, 2010; Rose et al., 2006).  
This, in turn, has led to greater attention to qualitative research methodologies and acknowledgement 
that the objectivity so revered as a prerequisite for high quality research might be moderated by the 
practical and ethical benefits that proximity to the object being studied (a characteristic of feminist and 
participatory methodologies) might offer (Williams & Glasby, 2010). Parkhurst (2016, p. 29) argues that 
  if 
they are used to prioritise policy choices . Indeed, even the knowledge generated by RCTs is 
probabilistic rather than absolute (Hutchinson & Rogers, 2012). Evidence that a particular treatment is 
 should be pursued in a 
particular se ), nor whether it should be prioritised over other 
treatments, unless RCTs have been specifically designed for direct comparison. This suggests that no 
single research design can answer every question, and that there needs to be greater engagement 
between policymakers and researchers to ensure that appropriate research designs are matched with 
particular policy-relevant questions going beyond considerations of effectiveness (Bedard & Ouimet, 
2016; Davies et al., 2008).  
Furthermore, the use of RCT methodologies that privilege group-level outcomes over idiographic 
designs may be limited in their ability to account for the importance of individual experience and the 
meanings of health problems for those who live with them (Brosnan, 2016; Holmes et al., 2006; Pawson, 
2006; Rose et al., 2006). In the mental health field in particular, the centrality of meaning and 
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experience is reflected in the shift from biomedical to recovery-based approaches, and from symptom 
reduction to 
ongoing life (Davidson, Drake, Schmutte, Dinzeo, & Andes-Hyman, 2009; Oades, 2011; Parker, 2014; 
Thomas, Bracken, & Timini, 2012). What this shares with the person-centred approaches that are also 
becoming characteristic of general health care (and mental health care in particular) (Storm & Edwards, 
2013; WHO, 2008, 2016), is the shift away from the expert as sole authority on the best decisions; this 
locates the centre of authority somewhere more in the middle, where the voices of patients have 
greater space and weighting in decision-making. In research, too, narrative accounts can make the 
implicit and explicit experiential knowledge of mental health service users salient in a way that provides 
decision-makers with valuable information about health research priorities (Caron-Flinterman, Broerse, 
& Bunders, 2005). 
This, in turn, implies that evidence as it is conventionally understood  as scientific knowledge, 
organised in a hierarchy of validity and quality  is only one component in evidence-based decision-
making, whether that is at the level of treatment decisions or policy decisions. Glover (2005, p. 2) argues 
that a recovery- t the policy framework level as it is at the clinical 
[integrating] the 
knowledge base that principally informs recovery-based service delivery  the lived experience of those 
who have triumphed and Experiential or situated knowledge, then, has 
value for its instrumental or informational role alongside the more technical, abstract evidence 
employed in policy (McDonough, 2001). This calls for alternative, more qualitative, methodologies based 
on interpretive and phenomenological approaches that can articulate the subjective experience of living 
with mental disorders (Aho, 2008; Kirschner, 2013; Petersen, 1998; Russo & Beresford, 2015).  
Not only can experiential knowledge make important informative contributions to policy, the flexibility 
of this kind of evidence at the boundary between science and its publics can offer opportunities for 
participation and engagement  654). Roberts (2014) explores the relationship 
between evidence, engagement, and participation in policymaking. He asserts that consultation can 
serve the purpose of adding information to the evidence base informing policy. A second fundamental 
purpose of consultation is to allow for participation and representation of a wide range of views and 
experiences, which, in turn, requires balancing scientific evidence with experiential evidence. Roberts 
(2014) suggests that different kinds of competence, knowledge, and experience will be relevant at 
different stages of policy consultation.  
Following this argument, knowledge does not have to be viewed in binary terms as expert evidence or 
lay experience. Rather, different individuals or groups bring different kinds of knowledge that has 
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relative value at different points in the policy development process. While not negating considerations 
of methodological quality which contribute to the robustness of evidence-based conclusions, Davies et 
al. (2008, p. 189) argue 
to assess or challenging to integrate  Such integration may require unlearning as part of the re-
. 
2.1.3 Evidence-based policymaking: Conclusion 
This section has presented an overview of evidence-based policymaking as a process of knowledge 
exchange between researchers and policymakers. In outlining knowledge-translation frameworks within 
the policymaking context, it has highlighted the complexity of this transfer process. In addition to the 
necessity of moving evidence-based knowledge across the research-policy interface, this discussion has 
also considered the complexity of the very nature of evidence itself. It has shown that evidence for 
mental health policy is contested in various ways, particularly as it moves from one context to another. 
Policymakers must integrate multiple knowledge inputs while balancing tensions between the abstract 
and the particular, between global and local, and between evidence and experience. In the end, they 
have to make practical decisions about what to prioritise and what to fund.  
It should be clear from the above discussion that evidence-based policymaking is a complex process 
involving the weighing up of multiple factors. The challenge in moving towards a democratisation of 
knowledge (Jones et al., 2008) in policymaking is to shift focus from the bidirectional relationship 
between evidence and policy to an understanding of how many different forms of knowledge might be 
integrated to inform policy decisions. Governments are increasingly expected to implement effective 
policies as well as to meet the participatory mandate of democracy by involving citizens in the decision-
making process (Kuruvilla & Dorstewitz, 2010). Reconciling the complex process of (scientific) knowledge 
generation with the complex process of public decision-making is no easy task. In addition, in 
determining policy priorities and solutions, policymakers are tasked with integrating research evidence, 
as one form of knowledge, with other knowledge forms. This is particularly evident as one moves from 
technocratic to democratic decision-making, in which public participation plays a key role. In the 
sections that follow, public participation in policymaking and its implications for the role of different 
forms of inputs in policymaking are discussed. 
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2.2 Consultative policymaking 
Policy consultation is an important element of the policymaking process, which might be viewed from 
macro (governance), meso (policy development), or micro (participatory processes) perspectives. In this 
study, policy consultation is understood as a mechanism for public participation in policymaking. 
Framing consultative policymaking in this way foregrounds the tension between the democratic 
imperative to involve the public in policy decisions, and the technocratic imperative to formulate 
policies that are evidence based and effective. It also highlights the need to balance or integrate 
multiple knowledge inputs during policy development.  
In this section, policy consultation is explored along a number of dimensions. First, it is contextualised 
within the broader field of public participation, in order to foreground the participatory elements of the 
process and understand the purposes for which policy consultation might be undertaken. The extent to 
which mandates for public participation in South Africa have been realised are briefly explored. The 
effectiveness of policy consultation approaches is then elaborated on, focusing on process and outcome 
criteria. The impact of policy consultation is one criterion against which effectiveness is assessed, and it 
is discussed in detail here as the influence of policy consultation on policy is a key component of the 
current study. Then, the role of knowledge in policy consultation is discussed. As the current study is 
concerned with how knowledge inputs are elicited, captured, and transferred through a policy 
consultation process, the challenges in achieving this in the context of mental health are presented.  
2.2.1 Public participation in policymaking 
Policy consultation is located within the broader context of public participation, although the terms have 
often been used interchangeably. The impetus for greater citizen engagement through participation 
represents a shift from representative democracy to participatory democracy, with participation lying 
somewhere between administrative fiat and direct democracy (Barnes, Knops, Newman, & Sullivan, 
2004; Bishop & Davis, 2002). As such, public participation is considered to be a fundamental element of 
democracy (Briand, 2007; Mullen, Hughes, & Vincent-Jones, 2011; Roberts, 2004), based on the implicit 
assumption that more participation is better for democracy (Pratchett, 1999, in Catt & Murphy, 2003). 
Understanding the rationale for public participation in government decision-making, as well as the 
degree of public involvement, provides context for this study. In particular, the discussion in this section 
highlights that while participation might imply influence on decisions, it does not guarantee it. As such, 
exploring the processes and outcomes of public participation in policymaking can provide insight into 
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2.2.1.1 Purposes of public participation 
In terms of the democratic rationale, there are clear positive reasons for involving the public in 
government decision-making; there are also negative consequences to not involving them. Rowe and 
Frewer (2004) suggest that the shift towards greater public participation is linked to the decline in public 
confidence and trust in the people and processes through which policy decisions have traditionally been 
made. Similarly, it has been linked to calls for greater government transparency and accountability 
(Abelson & Gauvin, 2006; Organisation for Economic Cooperation and Development [OECD], 2010). 
Public participation, then, has the potential to build public trust (Grimmelikhuijsen, 2012; Wang & Wart, 
2007). However, this implies that the rationale for conducting public participation may sometimes be 
more to pacify the public than to truly engage with their views (Buccus & Hicks, 2011; Rowe & Frewer, 
2004), which, according to the International Association for Public Particip
participation, should be a fundamental element of authentic public participation (IAP2, 2007). These 
core values are outlined in Table 2.1.   
Table 2.1: International Association for Public Participation core values of participation 
1. The public should have a say in decisions about actions that could affect their lives. 
2. 
decision. 
3. Public participation promotes sustainable decisions by recognising and communicating the    
needs and interests of all participants, including decision-makers. 
4. Public participation seeks out and facilitates the involvement of those potentially affected by or 
interested in a decision. 
5. Public participation seeks input from participants in designing how they participate. 
6. Public participation provides participants with the information they need to participate in a 
meaningful way. 
7. Public participation communicates to participants how their input affected the decision. 
Source: IAP2 (2007, p. 1) 
Public participation has often been used interchangeably with other terms, including public 
engagement, public involvement, and public representation (Brackertz & Meredyth, 2009; Shipley & Utz, 
2012). Similarly, the public has been widely defined  as citizens, consumers, users, lay persons, 
community members, patients, or practitioners (Conklin, Morris, & Nolte, 2012), as well as in individual 
decisions, including providers and users of health care services. Public participation or involvement has 
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also been sought across a range of contexts, including policymaking, service planning, priority setting, 
and health care decision-making.  
Bishop and Davis (2002) define participation as giving citizens a voice in policy choices. This definition 
 citizens should be given the opportunity to reflect (use their voices) on policy choices, but their voices 
should also be reflected in policy choices. This is consistent with 
2003) classification of public participation approaches according to how they enhance democracy. He 
identifies two dimensions of participation: representativeness and responsiveness. Representativeness 
concerns both opportunities for participation and how participants are equipped to participate 
meaningfully. Re
views, as well as how explicit they are about the way these views were included in the final decision(s) 
(Pratchett, 1999, in Catt & Murphy, 2003). Both of these dimensions underpin the rationale for this 
study in terms of whether and how consultation spaces enable participation, and whether and how 
inputs in these spaces are used to inform policy.   
Although understandings of public participation and corresponding methods of engagement vary 
widely, all approaches rely to a greater or lesser extent on an exchange of information between citizens 
and government (Rowe & Frewer, 2005). It is generally accepted, then, that in democratic societies the 
public has a right to be fully informed about both the decisions that affect them and the way in which 
those decisions are made (Rowe & Frewer, 2000). The extent to which the public is involved, however, 
and in particular, the extent to which their views are incorporated into these decisions, varies 
considerably. Approaches to public participation, based largely on degrees of public involvement, are 
outlined in the next section.  
2.2.1.2   Approaches to public participation 
When the public are invited to participate in an event such as the mental health policy consultation 
summit in South Africa, a number of assumptions around public inputs and influence are implicit in this 
process. These are explored here. Early approaches to public participation represented participation on 
a continuum of greater or lesser public involvement in government decision-making. These drew largely 
as thus on participation as a form of 
power exchange between citizens and government. She argued that any form of participation that did 
not involve transfer of control to citizens was merely token.   
39 
Along similar lines, Pateman (1970, in Bishop & Davis, 2002, pp. 17-18) distinguished between pseudo, 
is a value judgement in these continuum approaches, then, that is critical of tokenistic efforts at 
information exchange and suggests that active involvement of citizens in decision-making  even 
handing over decision-making control  represents optimal public participation.   
 





















Figure 2.1: icipation 
Although the most influential, the continuum model is based on an assumption that the full range of 
participatory approaches are available to policymakers, when in reality this may be limited by the policy 
issue on the table, among other things (Bishop & Davis, 2002). Other approaches have put forward a 
more nuanced understanding of what type of participation approach might be most suitable for 
particular types of policy issues. For example, Thomas (1990, 1993) conceptualised participation as 
different forms of decision-making processes, with varying degrees of public input depending on the 
policy issue under consultation. These range from autonomous managerial decisions to segmented or 
unitary public consultation, to public decisions (Thomas, 1990). Similarly, Shand and Arnberg (1996, in 
Bishop & Davis, 2002) combined the continuum approach with linking particular participation models to 
particular policy problems. This continuum also ranges from minimum to maximum participation but, 
 approach above, it is not hierarchical; the participation approach is explicitly linked to the 
objectives for seeking public input (see Figure 2.2).  
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Information Consultation Partnership Delegation Control 
Minimum participation  Maximum participation 
Figure 2.2: Shand and , in Bishop & Davis, 2002) participation continuum    
To varying degrees, participation in this model involves an exchange of information and an exchange of 
control. At the minimum participation end, policymakers seek information from the public to make a 
decision. Consultation, the next point along the continuum, involves more of a two-way exchange of 
information, but policymakers retain control over the decision. Partnership, in contrast, implies an 
exchange of information in a collaborative decision-making process. Delegation involves policymakers 
handing control over choosing policy options to citizens and/or citizen representatives. At the maximum 
participation end of the continuum, the public as a whole makes decisions directly. This represents 
direct democracy and is operationalised through referenda, for example.  
The International Association for Public Participation (IAP2, n.d.) adopts a similar approach to classifying 
approaches to participation, linking these to particular participatory techniques or methods. This 
continuum also focuses on degrees of public involvement, but defines this specifically as impact. They 
explicitly link the approaches and methods to the goals towards which public input is sought, as shown 
in Table 2.2 below. Participation thus entails processes that inform, consult, involve, collaborate with, 
and/or empower citizens.  
There are thus a number of different ways of approaching public participation in government decision-
making. There are also several mechanisms for operationalising the objectives of public participation. 
Just as public participation lacks uniformity in definition and in purpose, methods of engagement also 
vary widely. What they do all seem to share is a starting point on the ladder of participation, as they all 
rely to a greater or lesser extent on an exchange of information (Rowe & Frewer, 2005). Although they 
may diverge on the degree of public involvement in the decision-making process, it is clear that the 
methods employed must be clearly linked to objectives if public participation is to be successful (Conklin 
et al.
involvement is unlikely to be translated into a decision that is representative of the public view or 
. In addition to identifying clear objectives, decisions about public participation 
typically involve decisions about who should be involved, and how they should be involved, that is, in 
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what capacity, and through what mechanism. This may involve trade-offs between the breadth of 
involvement (inclusivity) and depth of involvement (quality) (Mullen et al., 2011).  
Table 2.2: International Association for Public Participation public participation spectrum   
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Other dimensions along which methods might be selected include the location in which input is sought, 
the type of knowledge that the process of participation seeks to access, the degree of power sharing 
allowed for in participation opportunities, and the level at which change might be achieved (Barnes, 
2009). Catt and Murphy (2003) suggest that if the purpose of participation is to gather information on 
public perspectives and preferences, then who is included in that process should be as wide-ranging as 
possible across the general public. In many cases, however, the rationale for public participation might 
require the inclusion of more specific types of interest groups, groups with particular types of expertise, 
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or marginalised or minority groups. This will involve the selection of methods from a different set of 
participatory techniques than in situations where the focus is on information-gathering. Common 
methods of public participation discussed in the literature (see, for example, Bishop & Davis, 2002; Catt 
& Murphy, 2003; Davis, 1996, in Davis, 1997; Degeling, Carter, & Rychetnik, 2015; Florin & Dixon, 2004; 
Shipley & Utz, 2012; Williamson & Fung, 2004) are identified in Table 2.3, which links particular methods 
with the broader approaches to public participation outlined by Shand and Arnberg (1996, in Bishop & 
Davis, 2002) and the IAP2 (n.d.).  
Table 2.3: Participatory methods associated with different approaches to public participation 
Public participation approach Participatory methods 
 
INFORM/INFORMATION Public polling 
Surveys 
Public information campaigns 
Fact sheets 
Websites 
CONSULT/CONSULTATION Public comment/calls for submissions 
Interest group meetings 
Town hall meetings 
Focus groups 
Public meetings/public hearings 




COLLABORATE/DELEGATION Impact assessment studies 
Consensus building/consensus conferences 
Collaborative forums  
EMPOWER/CONTROL Citizens juries 
Referenda 
Ballots 
The next section will discuss public consultation in policymaking in more detail, as one approach to 
public participation. 
2.2.1.3   Policy consultation as public participation  
The above discussion implies that public participation is not a single procedure that is conducted for a 
singular purpose; there is a wide range of rationales and possible methods for engaging the public, 
depending on the degree of public participation desired. Policy consultation, the focus of this study, is 
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(n.d.) classifications of participation offer a useful means of locating policy consultation within the 
broader context of public participation. Like participation more generally, consultation involves an 
exchange between those who make policy and those affected by policy choices and, like participation, 
consultation occurs with varying degrees of involvement in policy decisions (Davis, 1997). As suggested 
, in Bishop & Davis, 2002) model, 
consultation is weighted more strongly on the information exchange side than on the power exchange 
to suggest that not all decision-making processes in a democracy need to 
involve a direct level of citizen involvement, as was proposed by Arnstein (1969). They suggest that in 
particularly technical or sensitive issues, only certain forms of consultation would be appropriate, and 
that meeting democratic ideals would simply require being transparent and accountable in the process.  
This is supported by Kane and Bishop (2002) who assert that efforts at public consultation should never 
s contributions will determine policy decisions. Importantly for this study, however, 
while it may be accepted that adopting a consultation model of participation leaves control over the 
decision with policymakers, there is nonetheless an assumption of reciprocity in the consultation 
process:  
It is predicated on an acceptance by policy makers that those being consulted have the capacity 
not only to comment, but to influence the final disposition of the policy proposal. Consultation 
collects voices and ensures they are heard when choices are made, but does not assume any 
fundamental shift in ultimate responsibility for the decision. (Bishop & Davis, 2002, p. 22).  
These decisions will be determined by the purpose for which public input is sought at different points in 
the policymaking process. The purposes of policy consultation are explored next.  
As mentioned in the first chapter, consulting the public on policy decisions can serve a number of 
purposes, reflecting principles of openness and transparency, legitimacy and accountability, and 
effectiveness and efficiency. While these are broadly aligned with democratic imperatives underlying 
public participation, the purposes of consultation may be at odds between policymakers and citizens 
(Jones & Newburn, 2001; Martin, 2009; Shipley & Utz, 2012). To some extent, this reflects a tension that 
often exists in consultation objectives between better responsiveness (increasing opportunities for 
mes (improving the quality, 
acceptability, and legitimacy of decisions) (Barnes, 2009; Barnes, Newman, Knops, & Sullivan, 2003; 
Theron, Ceaser, & Davids, 2007). Martin (2009) suggests that this is a tension between democratic 
objectives that prioritise participation and technocratic objectives that focus on improving quality and 
effectiveness. Reasons for involving the public in policy decision-making, then, might be located 
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somewhere between these two objectives, although in practice, policy consultation might be 
undertaken to achieve a number of goals that combine both democratic and technocratic rationales.  
Involving the public in policy and service planning, then, is seen as a (democratic) way of enabling those 
affected by these decisions to have a role in shaping them, as well as a way of being responsive to the 
needs of the individuals and communities that policies aim to serve (Florin & Dixon, 2004). This links to 
the notions of representativeness and responsiveness, outlined above, that underscore public 
participation (Pratchett, 1999, in Catt & Murphy, 2003). Thus, one goal of policy consultation is to elicit 
and incorporate public perspectives and preferences into government decision-making. Policy 
consultation may also be conducted to assess public opinion around particular issues, and to gain a 
better understanding of the needs of communities (Conklin et al., 2012). This, in turn, may improve the 
policy process by increasing the information or range of perspectives available to policymakers (Catt & 
Murphy, 2003). These goals position policymakers as recipients of information which they may 
incorporate into policies to a greater or lesser degree. The policy consultation process can also be a 
mechanism for channelling information from policymakers to the public, that is, using consultation to 
educate or inform the public around particular policy decisions (Jones & Newburn, 2001), or perhaps to 
persuade the public on certain issues (Walters, Aydelotte, & Miller, 2000) and thereby reduce conflict 
(Beierle, 1998).  
Policy consultation might also serve the purpose of raising the profile of particular issues and 
 commitment to addressing them, as well as signalling a broader 
commitment to public accountability (Arnstein, 1969; Barnes et al., 2004). As such, one of the objectives 
of engaging in policy consultation would be to build public trust (Beierle, 1998; Wang & Wart, 2007). 
Following on this, consultation can also be used to legitimate policy decisions (Barnes et al., 2003; 
Walters et al., 2000), as well as to enhance the perceived legitimacy and integrity of public institutions 
(Martin, 2009; Wang & Wart, 2007). Policy consultation may also be used as a means of garnering public 
support for policy decisions that have already been made  what has been referred to as 
 (Cheeseman & Smith, 
2001, p. 84). There is an inherent risk in this, however, that if policy consultation is conducted without 
incorporating into 
Burall, 2012) and prove counterproductive to its democratic goals, leaving the 
public feeling angry, frustrated, and betrayed (Manor, 2004; Motala et al., 2016; Theron et al., 2007).  
Engaging in authentic consultation, on the other hand, can promote public support and cooperation 
around implementation (Clapper, 1996; Jones & Newburn, 2001). It can also increase the effectiveness 
of the policy and its implementation by enhancing citizen ownership over consultation outcomes and by 
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adapting the policy, based on essential information that would not be available without consultation
(Arnstein, 1969; Beierle, 1998; Cronin & Sadan, 2015). By extension, policy consultation can enhance 
policy implementation by involving key stakeholder groups on whom successful implementation of 
policies at local levels may depend (Irvin & Stansbury, 2004; McGee & Norton, 2000; Piper & von Lieres, 
2008).  
The objectives outlined so far speak to the value of policy consultation as a means to particular ends. 
From another perspective, policy consultation may be seen as a valuable end in itself. Arguments for the 
intrinsic value of consultation focus on its potential for creating a more informed, empowered, and 
active citizenry, which is considered a cornerstone of better democracy (Barnes, 2009; Conklin et al., 
2012), particularly when consultation includes the voices of those who have previously 
or been ac
benefits, however, lies in reconciling goals of inclusivity with goals of efficiency.  
This tension was alluded to earlier in this discussion. Cook (2002) argues, for example, that the 
empowerment rationale conflicts with the shift in policymaking towards evidence-based objectives, 
which imply a narrowing of decision-making to particular (expert) inputs. Nonetheless, there is a general 
expectation that consultation should, at the very least, provide feedback to participants about the 
milarly, Kane and Bishop 
(2002) assert that participants want to feel as though their views have been genuinely considered, 
regardless of whether these views were incorporated into the final decision.  
It is reasonable to assume, then, that the extent to which participants in and organisers of consultation 
processes might differ in terms of their expectations about the process is also likely to affect the extent 
to which they deem the process to have been successful. As the above discussion has demonstrated, the 
objectives underlying policy consultation will determine, among other things, who is consulted and how 
they should be consulted. The availability of options for achieving these objectives will also to some 
extent depend on the political system within which public input is sought. In the following section, 
approaches to public participation in South Africa will be briefly outlined.  
2.2.2 Public participation in South Africa 
The current study is concerned with a policy consultation process within a South African setting. To 
contextualise this, this section outlines some of the formalised approaches taken by government to 
public participation in South Africa, as well as some issues with its implementation. There are, of course, 
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a number of means by which the public (broadly defined) might engage with or influence government 
decision-making, ranging from top-down 
committees, to bottom-up invented 
2002, p. 17). These are comprehensively covered elsewhere (e.g. Buccus, Hemson, Hicks, & Piper, 2008; 
Funke, Nienaber, & Henwood, 2011). This section will provide a brief overview of the extent to which 
legislative mandates around public participation in South Africa have been realised in practice.  
South Africa, a representative democracy, has followed international trends in terms of showing 
increased government and public attention to public participation in recent years (Buccus et al., 2008). 
There are constitutional and statutory mandates for public participation at various levels of governance, 
as principles of participatory democracy ar  constitution (Republic of South 
Africa, 1996). In parliament, the nine provincial legislatures are constitutionally required to elicit public 
participation in decision-making and policy processes (Buccus & Hicks, 2011; Nyalunga, 2006), with a 
number of provinces developing guidelines and programmes to put this into effect (Buccus et al., 2008). 
In addition, the National Policy Framework for Public Participation (Department of Provincial and Local 
Government, South Africa, 2007) outlines the rationale for public participation and offers standardised 
guidance for local government regarding community participation in decision-making.  
These legislative mandates notwithstanding, there is increasing recognition that insufficient attention 
has been paid to mechanisms for public participation at various levels of governance in South Africa 
(Buccus et al., 2008). This is especially so at provincial and national levels (Buccus et al., 2008). In many 
spheres of government, such as health and social welfare, public service planning and delivery is 
decentralised (McIntyre & Klugman, 2003). As such, local government is required to institute formal 
mechanisms for promoting citizen participation in service delivery planning and implementation, 
including, for example Integrated Development Plans, imbizo (traditional forums), ward committees and 
public hearings (Buccus et al., 2008; Motala et al., 2016; Mubangizi & Gray, 2011). These have been 
implemented at local levels with varying degrees of success (Mbuyisa, 2013; Piper & von Lieres, 2008; 
Smith, 2011).  
The general expectations of participatory processes in South Africa seem to follow global trends, that 
participation 
p. 57), and that such participation should have demonstrable results, which, in turn, requires that there 
is adequate follow-through after public events (Buccus et al., 2008). In practice, however, Buccus et al. 
(2008, pp. 300-
needs, rather than any real empowerment in political decision-
public consultation (have) largely been ceremonial and without bearing on the urgent issues of the 
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and other authors highlight that the political will for public participation in South Africa 
is not reflected in its implementation, with many consultation exercises used as endorsements for pre-
determined decisions, without meaningful deliberation, follow-up, or change (Theron et al., 2007). 
There are indications that this may be, in p
because the formulation of most policy 
processes at the national level removes them from the provincial and local administrative structures 
tasked with implementing them, as well as from the communities who might participate in them 
(Buccus & Hicks, 2011).  
In national policymaking in particular, there are also indications that the ruling political party is moving 
towards greater centralisation of powers, and that there is a tendency to minimise public participation 
decentralised health system, this is particularly problematic. There is evidence to suggest that provincial 
and district-level planners and managers are not sufficiently involved in health policy development, 
olicymaking authority of higher levels of government and the 
implementation capac tyre & Klugman, 2003, p. 108). The 
implementation gap between top-down consultation on national policies and the mandate for 
implementation at provincial levels in South Africa has been well documented (Brynard, 2007; Buccus & 
Hicks, 2011; Burgess, 2016) and mirrors global trends discussed above.  
Other research has also exposed a number of common practices that have left participants in such 
processes feeling excluded and disempowered, as well as having insufficient opportunities to participate 
meaningfully in policymaking processes. These include not receiving feedback, not seeing 
recommendations being taken up or having noticeable impact, feeling co-opted into processes which 
already had pre-determined outcomes, and only being asked for input at late stages of policy 
formulation, suggesting that consultation was merely to secure political buy-in (Buccus & Hicks, 2011; 
Ditlopo, Blaauw, Penn-Kekana, & Rispel, 2014; McIntyre & Klugman, 2003; Scott, 2009; Walker & Gilson, 
2004). Even in instances where efforts have been made to engage in more deliberative participatory 
processes, success has been limited, with evidence that protest and litigation might be more effective 
than discourse at influencing policy change (Baccaro & Papadakis, 2008). There is thus clear divergence 
between the goals of public participation and its effects in practice in the South African context, and a 
need to identify means and mechanisms through which public inputs might have a meaningful impact 
on policy decisions.   
Clarifying objectives upfront will also communicate to all involved what is (and can be) expected in both 
process and outcome terms. Success or failure might then be assessed on the degree to which these 
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objectives were met. As will be seen in the discussion below, evaluating effectiveness might also be 
influenced by whether the focus is on the process or the outcome of the consultation. 
2.2.3  of policy consultation: Process, outcomes, and impact  
As mentioned previously, whether policy consultation is effective or not depends to some extent on 
what the objectives were for consulting  in other words, what it will be measured against. This again 
points to the importance of clarifying these objectives upfront. Indeed, being clear about the purpose of 
consultation might be seen as an indicator of effectiveness in and of itself (Kane & Bishop, 2002). 
Policymakers and public participants may also have different expectations regarding the consultation 
activity and, therefore, diff
growing body of evaluation studies and the importance of ensuring that policy consultation has an 
impact (however defined), there still seems to be little clarity regarding how to assess this. This section 
will focus on the criteria that have typically been used in evaluating public participation, followed by 
more detailed consideration of outcome criteria and, in particular, how the influence of policy 
consultation on policy decisions might be determined. Throughout this section, consultation is used 
interchangeably with engagement, participation, and involvement, although it is acknowledged that 
each of these may imply different degrees of involvement (and indeed of influence on the decision-
making process).  
In general, effectiveness of public consultation has been assessed along two main dimensions  process 
and outcome. In their comprehensive review of studies that evaluated public participation exercises, 
Rowe and Frewer (2004) noted that most of the studies listed outcome criteria, while about half 
identified both process and outcome criteria. Few studies focused only on process. Some have 
suggested that if a process is considered fair, the outcome will also be perceived as being fair and, 
similarly, if the outcome is considered acceptable, the process employed in reaching that outcome will 
be assumed to have been a good process  such that evaluating one may be seen as a good enough 
surrogate for evaluating the other (Gross, 2007; Lauber & Knuth, 1999; Rowe & Frewer, 2004). Others 
have argued that participation can only be deemed authentic if attention is paid to both process and 
outcome, and that both should therefore be included in evaluative sel, 
1998). Nonetheless, the policy consultation evaluation literature has tended to focus on one or the 
other element. In the discussion that follows, it is worth noting inputs to policy consultation processes 
have tended to be subsumed in reviews of both process-related and outcome-related factors. The 
relative neglect of the importance of (knowledge) inputs to such processes is a central premise of this 
thesis and one of the gaps that this study aimed to address.    
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2.2.3.1   Assessing process 
Abelson and Gauvin (2006) reviewed articles that had conducted scoping or systematic reviews of public 
participation processes should be designed for different types of issues, decision-making conditions, and 
groups of participants  (Abelson & Gauvin, 2006, p. 19). Even in instances where decision outcomes are 
contested, these are more likely to be accepted if the procedures followed in reaching these decisions 
are perceived favourably (Beierle & Cayford, 2002, in Abelson & Gauvin, 2006). This highlights the 
importance of attending to process in public consultation. Research focusing on process evaluations has 
identified a number of criteria linked to successful public participation, while recognising that contextual 
and environmental factors will interact with process and thereby influence effectiveness (Abelson et al., 
2004; Rowe & Frewer, 2000). These criteria are listed in Table 2.4.  








Clear communication about 
purpose 












Identifiable links between 












Identification of common good 
 
Adapted from Abelson et al. (2004); Abelson & Gauvin (2006); Brown (2014); Rowe & Frewer (2000, 
2004). 
In some cases, authors have sought to classify evaluation criteria into overarching categories linked to 
different aspects of the process. These can be roughly differentiated according to the fairness or 
acceptability of the process, and to procedural proficiencies that enhance effective decision-making. 
Webler (1995) defined the former as fairness and the latter as competence; others have distinguished 
these as acceptance criteria and process criteria (Brown, 2014; Rowe & Frewer, 2000). These each speak 
to different dimensions of the rationale for public participation  fairness to the democratic rationale, 
and competence/procedural effectiveness to the technocratic rationale. This is 
rporate the pragmatic concerns of those 
who want to improve the practice of citizen participation, as well as a broader and more theoretical 
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purpose in understanding what such developments mean for the relationship between state and 
.  
A number of these elements are worth briefly elaborating on in the context of the current study. The 
importance of processes that are inclusive, representative, and fair has particular relevance in the 
context of policy consultation in mental health. These concepts are explored further in later discussions 
around increasing the legitimacy of inputs to mental health policy consultation. The chosen format or 
technique of consultation is also likely to affect opportunities for participants not just to speak and be 
heard, but also the extent to which their inputs are likely to influence final decisions. Public meetings, 
for example, have been largely ineffectual in influencing policy decisions, while more deliberative 
methods such as focus groups and citizen juries have more potential in this regard (Shipley & Utz, 2011). 
It is therefore essential to attend to consultation methods in terms of how these might enable or 
constrain interaction between participants and engagement with the policy proposals on the table (Catt 
& M
does not make a distinction among methods, inferring in some ways that consultation is a single entity 
.  
The format and organisational structure of the consultation method chosen will both influence and be 
influenced by considerations regarding time allowed, ways in which inputs are elicited, the opportunity 
for interaction and deliberation, and the means through which contributions will be recorded. Giving 
tools for both eliciting and capturing knowledge inputs (Gramberger, 2001; Shipley & Utz, 2011). More 
interactive forms of consultation are therefore likely to be more resource intensive, but are more likely 
to reach the goals of participation as a genuine dialogue around policy (Cook, 2002).  
Horlick-Jones, Rowe, and Walls (2007, p. 261) argue that despite widespread recognition of the need to 
integrate multiple types of knowledge inputs in citizen engagement, and the importance of managing 
information, knowledge, and communication in the effectiveness of such processes, little work has 
There are two immediate implications of this. The first is the importance of facilitation, but in particular, 
the ways in which knowledge is managed and integrated through the process. Knowledge brokering has 
arisen in response to the need for systematic management of knowledge across different interfaces in 
policymaking (Ward et al., 2009). Knowledge brokers or intermediaries can, in turn, use tools like 
boundary objects  maps, pictures, models, reports, and so on  that span boundaries across bodies of 
knowledge (Jones et al., 2012). Boundary objects have been found to be of particular value in 
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integrating different viewpoints and improving the use of citizen and other types of knowledge inputs in 
policy (Jones et al., 2012). This concept is explored in more detail in later sections.  
The second implication of the need for management of information and knowledge during policy 
consultation is linked to a number of other process criteria listed above: transparency, feedback, 
accountability, and ensuring identifiable links between process and decision outcomes. Understandably, 
those consulted would want to know that their time and energy have been worthwhile. As such, they 
are entitled to receive feedback on the results of the consultation, and the reason that action is either 
taken or not taken as a result of public inputs (Cook, 2002). Petts (2008, p. 830) argues that while it is 
not always possible to determine tangible effects on decisions at least be clear to the public 
which elements of the debate they have been involved in have been taken on board in the decision, and 
which elements have not and (most importantly), the reasons why this is the case . This is linked to the 
manner in which inputs are recorded and incorporated into final policy decisions, which is explored 
further in the section below.  
2.2.3.2   Assessing outcomes  
Outcome criteria identified across a number of studies are listed in Table 2.5. Many of the studies 
reviewed by Rowe and Frewer (2004) stated impact or influence as one of the outcome criteria for 
assessing effectiveness. However, this impact has been variably defined and measured. Evaluation 
studies that have focused on outcome have tended to focus more on the impact of the process on 
participants (rather than on the impact on organisers /policymakers), on the policy decision, and on 
policymaking more generally (Abelson & Gauvin, 2006; Conklin et al., 2012). This may in part be because 
of the difficulties inherent in assessing outcomes of public participation, and in part because, while 
these effects are highly context dependent, context is seldom assessed in evaluation studies (Abelson & 
Gauvin, 2006).  
Abelson and Gauvin (2006) and Rowe and Frewer (2004) outline a number of challenges in assessing 
outcome, including how and when to define the endpoint of an outcome (e.g. at the end of a 
participation exercise, or through to policy implementation), how long impacts would have to last in 
order to be considered effective, and difficulties teasing out the impact of the participation process from 
other influential variables. The latter is also linked to challenges in tracking government decision-making 
processes and identifying the specific influence of participation recommendations which, as discussed 
above, requires mechanisms for recording and reporting on the consultation process. It is perhaps not 
al., 2012, p. 159), despite attempts to distinguish between short-term outputs (resulting directly from 
52 
the participation process), and longer-term outcomes (relating more to the rationale for involving the 
public in political decision-making) (Brown, 2014).  
Table 2.5: Criteria for evaluating participation outcomes 
Policy or decision influence 
Interaction with lay knowledge 
Time to develop regulations 
recommendations 
Public views incorporated into 
decision-making 
Specific changes to policy and 
practice 
Compatibility of participation 




Increased knowledge and 
understanding 
Impact on general thinking 
changed 
Increased self-efficacy 
Improved capacity for political 
engagement/activity 
Increased civic engagement  
Individual empowerment 
Social impact 
Cohesive community identity 
Social connectedness  
Effect on staff and planning 
process 
Staff awareness 
Impact on training/learning 




Adapted from Abelson and Gauvin (2006); Conklin et al. (2012); Rowe and Frewer (2004). 
A number of these elements are linked to the process of knowledge management mentioned in the 
recommendations, iii) incorporation of public views into decision-making, iv) specific changes to policy 
and practice, and iv) compatibility of participation recommendations and policy decisions all depend to 
some extent on the mechanisms for recording and reporting on consultation inputs. This, in turn, links 
to record keeping and access to information regarding public participation in policy decisions, including 
information about how these decisions were made. As Mendizabel (2013, p. 8) argues:  
bad decisions we can live with  ratic process; but bad decision-making 
processes are unacceptable. And worse still is keeping these decision-making processes out of 
sight. How else can the citizens of a country hold their politicians and civil servants to account if 
influence happens behind closed doors and policy is discussed in terms that exclude the majority 
of the population? 
absence of policies or guidelines 
(Marais et al., 2017, p. 41). This is likely to impede efforts to determine how consultation inputs were 
incorporated into policy decisions.  
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There is another important outcome of policy consultation, however, that is not linked to decision 
influence. This relates to the impact of the process on participants themselves. While the emphasis 
above is on how knowledge moves through the process in documented form, knowledge interactions 
between participants at such events also facilitate knowledge transfer between individuals. Not only 
does this imply that participants emerge from the process with new or different knowledge (Smith-
Merry, 2012), it also has the potential for a number of positive outcomes for individual participants, 
such as increased empowerment, social connectedness, self-efficacy, and civic engagement. The value 
of such outcomes for mental health care users in particular is discussed later in this section (see, for 
example, Kleintjes, 2012; Restall, 2013). This speaks to the performative value of consultation in itself 
(Hajer, 2005; Turnhout, van Bommel, & Aarts, 2010). It also highlights that participants are likely to have 
diverse experiences of consultation, which, in turn, will affect their perceptions of the effectiveness of 
the process (Abelson & Gauvin, 2006; McCluskey, Deshpande, Shah, & McLeod, 2004; Rowe & Frewe, 
2000; Webler, Tuler, & Krueger, 2001).  
Common to many studies 
to know that their input is being used in some (tangible) way to inform policy decisions, as opposed to 
merely legitimating pre-determined outcomes. Indeed, some studies have identified degree of public 
influence on decisions as the indicator of effectiveness in public participation (Boivin et al., 2014). In 
ives on meaningful engagement, 
for example, activities that participants perceived to be more strongly weighted towards information 
exchange than collaborative decision-making were seen, at best, as a waste of time and, at worst, as 
exploitation. Participation therefore also has the potential to have negative impacts, such as a sense of 
dissatisfaction and frustration among participants, and decreased trust in government institutions (Licht, 
2011). This could particularly be the case where participants feel they are not being heard, or their 
opinions are not taken into account in the final decisions.  
Many have argued that authentic participation in policy processes should allow for citizens to have an 
impact on policy decisions (King et al., 1998; Morrison & Dearden, 2013). Lauber and Knuth (1999) 
demonstrated that the degree of influence that participants had over final policy decisions was strongly 
linked to their perceptions of fairness, while McCluskey et al. 
ability to influence policy decisions was strongly linked to the likelihood that they would participate in 
political decision-making processes. This is also true for those who are expected to implement policy 
decisions, although there is evidence to suggest that in many cases, these role players are simply 
shaping, [and] 
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(Cronin & Sadan, 2015, p. 7). Similarly, o
(Aronson, 1993, p. 368). Public participation is frequently only invited after policy decisions have been 
267).  
This again highlights the problem with assuming that good process results in good outcomes because 
eventually 
pp. 13-14). Even in cases where an explicit objective of 
public consultation has been to achieve actual influence on decisions, success has appeared to be 
marginal (Conklin et al., 2012). As the focus of the current study is on tracing the movement of 
knowledge through a consultation process to assess how these inputs informed policy, it is worth 
exploring the notion of policy impact in more detail.   
2.2.3.3   Assessing impact on policy decisions 
The discussion above highlighted that impact on policy decisions is considered by public participants in 
particular to be an important indicator of effectiveness. Effectiveness might be achieved, in part, by 
designing processes in such a way as to optimise follow-through and uptake of recommendations. 
However, there are significant challenges in determining whether and how policy consultation 
recommendations have been used, and in identifying what aspects of the process might increase the 
likelihood of influence. Missing from many evaluation approaches to public participation is an 
assessment of the circumstances under which consultation inputs are or are not used in the final 
decision-making process (Emery et al., 2014). Emery et al. (2014) suggest that it is therefore difficult to 
discern whether lack of evidence of impact is a result of genuine lack of impact, or of inadequate 
measures to assess impact. The notion of impact is unpacked further in this section.  
Part of the difficulty with assessing influence of consultation on policy may stem from lack of clarity 
about what using public inputs actually means, which limits attempts to identify how this occurs. Li et al. 
(2015) explored the concept of use as it pertained to government-initiated public consultation 
processes, and identified a number of other terms that have been employed interchangeably with use in 
relation to the impact of public participation on public policies: influenced, incorporated, considered, 
factored in, and taken into account. Participants in their study had problems with the term use in its 
potential to create false impressions regarding the degree of impact of public inputs on policy decisions 
and to suggest that it is the driving force in policy decision-making. Influence was perceived to be closely 
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connected with use and its resultant connotations; it was also linked to empowerment in its implication 
that participants have the power to produce effects on both policymakers and policy decisions.  
Problems with the concepts of use, influence, and impact have also been noted in other studies. Joly and 
Kaufmann (2008), for example, proposed using the notion of policy resonance, as opposed to impact; 
they assert that this is more consistent with the non-linearity of public participation in policymaking in 
that it suggests the possibility of influence rather than a tangible and measurable impact. Even where 
public participation appears to have had an influence, it may simply have confirmed what policymakers 
were already going to do (Abelson & Gauvin, 2006). This highlights a further difficulty with assessing 
decision impact: determining how public participation inputs have been integrated with other forms of 
policy information, evidence, and inputs (Emery et al., 2014; Li et al., 2015). This tension is a key factor 
underlying the rationale for the current study.  
Nonetheless, it would still be useful to identify what factors might increase the likelihood of influence, 
and a number of studies have attempted to do so. Boivin et al. (2014) conducted the first randomised 
trial of collective priority setting for health care improvement, with and without public involvement. 
They found that decisions made with public involvement differed significantly from those made by 
(policy) professionals alone. They explored components of the participatory process which might explain 
(Boivin et al., 2014, p. 336). They also found that an experienced, objective moderator who attended 
more to process than to content was more effective in eliciting public views than one who held multiple 
roles, for example, as moderator and participant.  
Li et al. (2015) considered the issue from a slightly different angle, exploring how use of public inputs in 
policy decisions might be determined. They identified three factors that seemed to be indicative of use. 
Firstly, willingness to listen was a signal to participants of intent to use, as well as of a potential 
openness to change as a result of public inputs. Genuine listening as a precursor to use was an 
important dimension in avoiding falling into the trap of using public involvement simply as a symbolic 
gesture to rubber-stamp predetermined decisions. The second factor was the involvement of mediating 
bodies that could facilitate the exchange of ideas between public and policymaker, as well as translate 
public inputs into forms that would make them amenable to policymakers. This relates to the concept of 
knowledge brokering mentioned earlier. The third element was some form of response or feedback to 
the public regarding whether (and how) their recommendations were incorporated or acted on, in other 
words, a transparency and accountability dimension. Although the nature of this response varied 
considerably, all approaches included some form of reporting back to the public which, in turn, required 
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some form of tracking of public inputs through the decision-making process. The importance of 
recording and reporting on these processes was also highlighted in discussions regarding outcome 
criteria above.  
A number of factors that seemed to increase the likelihood of impact were also identified by Emery et 
al. (2014). These included: i) linking local-level engagement to local policy impact; ii) skilled facilitation; 
iii) explicit integration of the participatory exercise into the policymaking process through, for example, 
the direct engagement of policymakers in the activity; iv) timing the a
short window in which information is assessed in advance of a policy decision  (Emery et al., 2014, p. 
16); and v) forging relationships through informal interactions as a mechanism for being listened to  
This latter point highlights the critical role of individual policymakers in what might get followed through 
into policy decisions.  
Emery et al. (2014) found, for example, that impact was not only strongly dependent on those who 
made the ultimate decisions regarding what information should be used. The perceived credibility (in 
the eyes of these policymakers) of the chosen participatory approach also seemed to affect impact. In 
addition, the way in which inputs were framed influenced the extent to which they received attention. 
This suggests that what policymakers perceive as legitimate (or not legitimate) in terms of both process 
and content may affect the likelihood that policy consultation recommendations are used to inform 
policy. Other studies have demonstrated similar effects (Aronson, 1993; Boivin et al., 2014). Participants 
may frame their inputs in ways that differ from the language of policymakers and policymaking. As such, 
there tends to be an expectation that participants need to turn their experiential knowledge into 
tation participants to translate their experiences out of 
everyday terms and into actionable, bureaucratic vocabulary  from the terms of their unique 
participants influenced policy decisions.  
This suggests that one reason that the influence of consultation inputs on policy decisions is hard to 
ascertain is that such inputs may come in a form that is difficult to translate into policy (Smith-Merry, 
2012), which affects their perceived legitimacy. In addition, Barnes et al. (2003, p. 380) argue that 
nities for people to 
highlights the importance of attending to process in order to optimise the potential for 
inputs to be heard and perhaps used. Towards this end, Harvey (2009) launched a critique of 
(quantitative) attempts to operationalise evaluation of public participation in policymaking in terms of 
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technical criteria, arguing that this goes against the very rationale driving greater participation, that is, 
technocratic approach has, ironically, come to dominate the participation evaluation literature, such 
that this has the potential to exclude and alienate participants in the process, as well as the knowledge 
they bring.  
These criticisms highlight that public participation processes may constrain or enable particular forms of 
input which, in turn, may affect the perceived legitimacy of consultation outcomes. This is also likely to 
influence whether the process and/or outcomes are considered effective by different role players in the 
process. As this section ha
to some extent on the rationale for engaging the public in policymaking. If, for example, it is to achieve 
democratic objectives of greater participation by citizens in government decision-making, success may 
be evaluated according to how fair and inclusive the process was. Common to many of these objectives, 
and the methods employed to operationalise them, is the importance of transparency in whether and 
how inputs to policy consultation are used. As such, policy consultation might be conceptualised as an 
exercise in knowledge management, both in terms of explicit, process elements, as well as in terms of 
recognising and enabling different kinds of knowledge contributions. This is explored further in the next 
section.  
2.2.4 Policy consultation as a knowledge management process 
This study is primarily concerned with how knowledge moves through policy consultation processes in 
order to at least have the potential for influence on policy, as discussed above. This underscores the 
knowledge contributions might be elicited, captured, and transferred during such processes. The 
challenge facing policymakers is that policy consultation, by its nature, involves a wide range of diverse 
kinds and forms of knowledge contributions, which must be balanced against different  sometimes 
competing  policymaking objectives. In order to optimise the value that each of these knowledge 
inputs might hold in enhancing policy outputs, the legitimacy of different kinds of knowledge 
contributions must be recognised. Policy consultation processes must therefore be designed in such a 
way as to enable these kinds of inputs. This section will briefly explore each of these elements.  
Limits on the degree to which policy consultation processes might impact on policy have been outlined 
above. In earlier discussions, policy consultation was situated on the information exchange end of the 
public participation continuum, implying that participants in consultation exercise may retain little 
control over final policy decisions. Nonetheless, the democratic rationale for consulting the public has 
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clear implications for the importance of authentic participation, while the technocratic rationale points 
to the value of inputs to such events in terms of, for example, enhancing policy implementation. What is 
evident from these discussions is that policy consultation should involve at the very least, careful 
attention to the ways in which knowledge inputs will be managed through these processes.  
Rowe and Frewer (2005, p. 251) have provided the clearest overview of policy consultation from a 
knowledge or . They highlight how a number of process and outcome 
mechanisms that have been linked to effectiveness can be harnessed to optimise the information 
exchange that takes place during policy consultation exercises. Essentially, then, they define an effective 
policy 
sources, transferred to (and processed by) all appropriate recipients, and combined (when required) to 
005, p. 251). Managing such a process 
efficiently would entail maximising all relevant information from the maximum number of participants 
and transferring it, with minimal information loss, to those who must process it in making policy 
decisions.  
Rowe and Frewer (2005) identify two engagement mechanisms in participatory processes that they 
believe to be critical for the effective management of inputs to these processes. The first is the 
inputs (Rowe & Frewer, 2005, p. 269). 
Rowe and Frewer argue that participants in consultation only represent potential sources of information 
 potential which remains latent unless participants are engaged with in such a way as to enable and 
maximise their inputs. This links to earlier discussions on the importance of skilled facilitation in 
participatory exercises. Rowe and Frewer (2005) identify several variables relating to the design and 
facilitation of participatory processes that might enable or constrain the elicitation of participant inputs. 
One of these is the extent to which the elicitation mechanism is open or closed. In other words, allowing 
for free responses, as might occur in focus groups or breakaway group discussions (i.e. open 
mechanisms), m participants than closed ones , 
such as referenda or surveys (Rowe & Frewer, 2005, p. 269).  
Although they acknowledge that open mechanisms might also elicit a great deal of irrelevant 
information, Rowe and Frewer (2005, p. 269) contend that open mechanisms, like open-ended 
questions i
we and Frewer (2005) perceive 
as key to effective engagement, which resembles what is described elsewhere as knowledge brokering 
(Jones et al., 2012). Once individual inputs have been elicited, a different form of facilitation is needed 
to process and aggregate these inputs. Even if participant inputs have been elicited optimally, the 
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s into some composite response that accurately combines all 
wer, 2005, p. 273). Extending the concept of 
policy consultation as knowledge management, Meessen et al. (2011) argue that improper management 
of knowledge collected from relevant stakeholders is also a barrier to policy implementation in many 
LMIC contexts.  
Underlying this conceptualisation of policy consultation as a form of information or knowledge 
management are questions of legitimacy  specifically, recognising the legitimacy of diverse knowledge 
contributions and how these might be enabled. While the goal of public participation in policymaking is 
not to replace the voices of experts or other stakeholders, there should at least be meaningful 
opportunities for the public to influence decision-making and to complement these other knowledge 
inputs (Abelson & Gauvin, 2004). Towards this end, Morrison and Dearden (2013, p. 180) suggest that 
rticipate but also 
 (i.e. the 
greater credibility of scientific knowledge over experiential knowledge). 
Morrison and Dearden (2013) argue that building the capacity of participants to enable them to 
contribute in ways that might receive attention is an untenable solution to this problem. This 
professionalisation of participants risks reinforcing the dominance of scientific or expert knowledge over 
experiential knowledge. They suggest instead that attention be paid to the methods of engagement so 
that participants are enabled to express themselves in familiar ways. This speaks both to explicit 
mechanisms for gathering and optimising such inputs, as outlined above, as well as to more implicit 
mechanisms that may act to enable or constrain different kinds of contributions. If the principles of 
public participation are to be achieved, then, it is necessary to expand on both the nature (expertise) 
and the form (rhetorical style) of knowledge inputs that citizens bring to participatory processes.  
This, in turn, requires some insight into how participants engage in consultation debates. However, the 
ways in which participants in consultation exercises actually make knowledge contributions in face-to-
face policy negotiations has received little attention. While research on deliberative methods goes some 
way towards understanding how participation at this individual level might be optimised, such methods 
have tended towards the normative (Papadopoulos & Warin, 2007b). As such, they have been criticised 
for positioning public participation as a rational endeavour that might be exclusionary to those who are 
not familiar with these normative prescriptions (Barnes et al., 2003; Young, 1990, 2000), or who may be 
more comfortable with less rationalistic, more expressive, forms of engagement (Barnes, 2002, 2008; 
Papadopoulos & Warin, 2007a).  
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This implies that the design of methods for public engagement requires careful attention, as do the 
 that particular participatory mechanisms might communicate to participants. 
When engaging in face-to-face dialogue, for example, there are certain conversational norms which 
participants might be motivated to  or feel compelled to  subscribe in order to garner support for 
their positions on particular issues. For example, rhetorical devices such as reason-giving or claim-
backing might be employed to convince or persuade others involved in the debate, for example (Cheng 
& Johnstone, 2002; Polletta & Lee, 2006) or to establish legitimacy as part of a shared community of 
practice (Adams, 2014; Antaki & Leuder, 1990). These conversational devices might, in turn, serve to 
sanction or constrain other forms of input that do not subscribe to normative conventions. To the 
extent that participatory processes involve language games  
, in Morrison & Dearden, 2013, p. 181), 
legitimising diverse forms of contributions may include changing the rules of the [consultation] game  
(Barnes, 2002) that require participants to contribute in particular ways and to make particular 
contributions in order to be considered legitimate in these spaces. 
Effective deliberative processes may therefore place very high demands on participants (Abels, 2007), as 
well as on facilitators or organisers of such processes; the latter need to be skilled in communicative 
processes (Martin, 2012) as well as the management and processing of knowledge contributions, as 
highlighted by Rowe and Frewer (2005) above. Barnes et al. (2004) showed that simply bringing 
policymakers and citizens together does not guarantee that their discussions will encompass the 
principles of participation. There needs to be an awareness of the conditions that enable argumentation 
and challenge and, in particular, that allow for recognition and legitimation of different types and 
sources of knowledge, as well as different modes of expression (Barnes et al., 2004). As mentioned 
above, this would require rethinking the rules of the game  (Barnes, 2002) which affect not only who 
can participate in policy consultation processes, but how they are enabled to participate.  
In certain policy areas, such as in mental health policy consultation, inclusivity and fairness are 
inextricably linked not just to opportunities for participation, but also to the ways in which participation 
is enabled during consultation processes. This is essential for ensuring that participating members of the 
public, however defined, have equal opportunities to be heard, as well as for these inputs to be 
optimised towards enhancing policy. In the next section, then, legitimising different inputs as well as 
mechanisms for enabling these in mental health policy consultation are discussed.  
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2.2.5 Consultative policymaking in mental health as a knowledge problem  
The discussion above has highlighted the profound challenges of creating participatory forums that 
(Martin, 2012, p. 179). Policymakers need to find ways to design such processes so that they fulfil the 
mandates of both policy effectiveness and participatory fairness. The unique complexities in the mental 
health field  of its knowers and its knowledges  add a layer of intricacy to this task. This section 
considers the complexities of including, enabling, and capturing knowledge contributions in mental 
health policy consultations. 
2.2.5.1   Including mental health knowledge inputs  
Policy consultation in mental health must include a diverse set of voices in order to be truly 
representative. The importance of including the perspectives of mental health service providers and 
mental health care users is outlined in this section.  
 
With the growing dual burden of disease in LMICs and the demands this will place on health care 
resources (Unwin et al., 2001), it is critical that mental health interventions are treated as an integral 
part of primary health care services (Lund et al., 2012; Patel et al., 2016). 
Mental Health Policy Framework and Strategic Implementation Plan 2013-2020 (Department of Health, 
2013) is on the decentralisation of mental health care through primary health care re-engineering, and 
the development of district (community-based) mental health services, with an emphasis on task 
shifting (Petersen et al., 2016). These health system changes will place additional demands on primary 
health care workers who are now on the frontlines of responding to the acute and chronic needs of their 
patients, including common mental and neurological disorders (Ngo et al., 2013). It also requires mental 
health care specialists to take on roles of training and supervision as task shifting of mental health care 
from specialists to generalists and to community health care workers is now the order of the day 
(Department of Health, 2013; Petersen, Lund, Bhana, & Flisher, 2012). The centrality of human 
resources to the successful implementation of this policy provides an impetus for growing calls for the 
involvement of health care professionals in the development of the policies that they are tasked with 
implementing (Brophy & Savy, 2011; Ditlopo et al., 2014; Walker & Gilson, 2004). 
The tension between policy and practice has been well documented in terms of the know-do gap 
(Bennett & Jessani, 2011; WHO, 2006). Brophy and Savy (2011) argue that there is a disconnect between 
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t -
mental health care practitioners. In particular, the dictates of policy may serve to restrict or constrain 
the work of people on the ground, who work far more with uncertainties than with the certainties 
sought by policy and policymakers. Baillergeau and Duyvendak (2016) also emphasise the uncertainty 
facing mental health practitioners in their everyday work, and argue that experiential knowledge is an 
important resource in coping with this uncertainty and complexity. They suggest that responses to such 
uncertainty resemble a bricolage of experiential and expert knowledges, whereby understandings of 
particulars must be integrated with understandings of universals (Malterud, 2001, in Baillergeau & 
Duyvendak, 2016). Bottom-up approaches to policy development have also been argued to be 
have discretion in t
(Walker & Gilson, 2004, p. 1252). Issitt and Spence (2005, p. 64) assert that in the relational or caring 
professions, professional practice includes both theory and empirical 
which springs from the experiences of everyday interventions and a  
This lends support to calls for expanding on what is considered evidence  to incorporate the multiple 
perspectives and knowledges that practitioners draw on in providing care (Brophy & Savy, 2011; Isitt & 
Spence, 2005). However, some studies have shown that having professional status does not necessarily 
mean that one is accorded expertise and authority to speak to or participate in policy development 
(Phaladze, 2003). In a recent South African study on the involvement of nurses in various policy 
developments, Ditlopo et al. (2014, p. 4) found that many nurses felt that their limited involvement was 
olicymakers to recognise the importance of their clinical knowledge and 
en informed, let 
Importantly, Walker and Gilson (2004) showed that the implementation of policy was influenced by 
that policy interventions were adapted at the site of 
intervention and, in some cases, had unanticipated consequences. Given the substantive shift in mental 
health care service provision to primary care, and emphasis on task shifting of specialist roles to non-
specialists, not taking the perspectives of these health and mental health care practitioners into account 
in policy development is likely to have a significant impact on policy implementation.  
However, little research has been conducted on the ways in which practitioner knowledge is actually 
used (how it functions and moves) in and across policy consultation processes (Smith-Merry, 2012).  
Smith-Merry (2012) asserts that the value of the experiential knowledge of mental health care 
practitioners is the very reason they are consulted in the first place, but that it is precisely this kind of 
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knowledge that makes it difficult for their inputs to have an impact on policy. In her study, this was in 
part because experiential knowledge was considered less legitimate as a source of knowledge for policy 
development in comparison to more traditionally valid forms of evidence. In addition, the lack of impact 
was also because the nature of this knowledge meant that it did not move easily into codified forms of 
knowledge, such as in policy documents, and therefore into the next stage of the consultation process. 
the further it progressed through the chain of consu the personal, 
-Merry, 2012, p. 140). 
It is important, therefore, not just to find ways of increasing the perceived legitimacy of such knowledge, 
but also to attend to how this knowledge can best be used during policy consultation processes.  
 
Calls for greater inclusion of mental health care practitioners in policy development are paralleled by the 
growing recognition of the importance of involving mental health service users in service and policy 
planning (Thornicroft & Tansella, 2005). However, in LMICs in particular, there is generally poor service-
provider involvement, and even poorer service user involvement in the development of mental health 
policies and plans (Petersen et al., 2017). Shifts in the focus of mental health service provision and in 
advocacy movements that emphasise nothing about us without us (Trivedi, 2014) underscore the 
impetus to include service users in policy consultation processes. These shifts will be briefly explored in 
this section.  
The shift to integrated mental health care outlined above has corresponded with an increasing move 
towards person-centred care (Storm & Edwards, 2013; WHO, 2008, 2016). Parallel to the integration of 
mental health services into primary care in South Africa has been the adoption of an integrated chronic 
disease management model; this has been a response to the growing need for chronic care services at 
primary health care level (Asmall & Mahomed, 2013; Mahomed & Asmall, 2015). These developments 
to a patient- mall & Mahomed, 2013, p. 11). Person-centred care is a 
holistic approach that not only seeks to respect what matters to patients about their experiences of 
health care, but also represents a reaction to what has traditionally been a disease-centred and staff-
centred system of health care (Entwistle & Watt, 2013; Harding, Walt, & Scrutton, 2015).  
from the impetus of the recovery approach, which emphasises the idiosyncratic nature of illness 
experiences, the meaning that each individual attaches to these experiences, and the importance of 
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hope and self-determination (Glover, 2005; Hummelvoll, Karlsson, & Borg, 2015; Parker, 2014). This 
again underscores the value of attending to local and experiential sources of mental health knowledge, 
seeing these 
p. 445, in Baillergeau & Duyvendak, 2016, p. 411); these can, in turn, enhance approaches to mental 
health care. Baillergeau and Duyvendak (2016) highlight a number of valuable features of this 
knowledge, including the experience of having lived through care institutions and/or treatment, the 
experience of social consequences of having a condition framed as problematic, the experience of 
advocacy, and the experience of recovery itself.  
Person-centred care recognises the importance of giving patients a voice, not just in their own 
treatment decisions but in policy and programme decisions that affect their lives (Gask & Coventry, 
mental health care service users and their families can also facilitate a sense of empowerment, 
belonging, and participation as citizens among these typically marginalised groups (Kleintjes et al., 2010; 
Kleintjes et al., 2012; Mezzina et al., 2006). Noorani (2013) has argued that self-help and recovery 
groups that have typically been seen as sites of -viewed as sites for advocacy and 
activism. In this way, experiential knowledge can gain its own authority and convey messages that are 
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571). This highlights the importance of capacity-building initiatives that enable service users to 
participate in policy development, as well as of expanding the capacity of policymakers to integrate 
multiple sources and forms of knowledge into policy decisions.   
However, the capacity of mental health care users to become involved in policy consultation in South 
Africa is limited (Kleintjes et al., 2012), as it is in other LMICs (Abayneh et al., 2017; Gurung et al., 2017). 
In addition, the mental health service-user advocacy movement is still relatively under-developed in 
South Africa, creating a challenge for policymakers in finding such groups to consult (Kleintjes et al., 
2010; Kleintjes, Lund, & Swartz, 2013). Outside of being affiliated to advocacy-driven NGOs or service-
user representative groups, mental health service users have few opportunities to participate in policy 
development (Kleintjes et al., 2010). While studies in high-income countries have suggested that efforts 
to include mental health service users in policy development remain tokenistic (Ocloo & Matthews, 
2016), the limited evidence in LMICs on service-user involvement at the systems level (Semrau et al., 
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Other barriers to service-user participation in policy consultation include stigmatising or negative 
perceptions towards service users as legitimate partners in the development of mental health policies 
(Kleintjes et al., 2010). In addition, even where service users are involved, there are barriers to their 
participation because they are still perceived as not possessing the right kind of knowledge (Enany, 
Currie, & Lockett, 2013; Martin, 2008). Enany et al. (2013) showed that service-user participants in 
wledge in order to 
, thereby increasing their 
jargon and management process so they 
al., 2013, p. 28).  
However, as argued in earlier discussions, increasing the capacity of service users to enable them to 
have the right kinds of knowledge with which to engage with policy and policymakers risks co-opting 
them into professionalist discourses, thereby reinforcing the dominance of expert or professional 
knowledge over experiential knowledge (Demszky & Nassehi, 2012; Harvey, 2009; Morrison & Dearden, 
2013). Some have argued that the onus should instead be on policymakers to organise policy 
consultation processes that can accommodate the kinds of knowledges that mental health service users 
have to contribute (Morrison & Dearden, 2013; Summerfield, 2012).  
This echoes calls for policymakers to improve their own capacity to understand and engage respectfully 
and appropriately with service users (Carter, Beech, Coxon, Thomas, & Jinks, 2013; McDaid, 2009; 
Kleintjes et al., 2010). In turn, this adds to the dilemma for policymakers, who, in addition to having to 
weigh up the validity and value of different kinds of knowledge inputs, need to balance the typically 
urgent need to implement solutions with the need to consult, leaving little time for building capacity 
pre-consultation (Kleintjes et al., 2010). In this context, it may be more apt for capacity to be developed 
during participation (Tritter & McCallum, 2006). Either way, it implies that attention should be paid to 
s a means of optimising service-user input. This is further 
explored in the next section.  
2.2.5.2   Enabling mental health knowledge inputs  
While the democratic value of policy consultation is often taken as a given, the way in which such 
processes are implemented may in fact exacerbate tensions between government and the public (Quick 
& Feldman, 2011). As has been shown above, even where service users and service providers are 
included in policy consultations, possibilities for authentic participation in decision-making are not 
automatically guaranteed (Elberse, Caron-Flinterman, & Broerse, 2011; Roberts, 2014). There is thus a 
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need for creative, enabling approaches to public participation in policy formulation (Marres, 2007; 
McCunn & Robinson, 2009), particularly if more marginalised or vulnerable groups are to be included 
engagement processes that enable service users to contribute on their own terms, while giving due 
weight to other evi
-level analyses of the processes of exchange that take place within participative 
forums if we are to develop a better understanding of the frustrations as well as the achievements of 
both enable authentic participation and allow for the integration of multiple forms of knowledge as 
authentic inputs to the process.  
More conventional forms of participation may be exclusionary to those who do not have the skills to 
(Morrison & Dearden, 2013, p. 180). For one thing, the tendency in policy consultation has been 
towards the normative, whereby participants are expected to deliberate on issues in a rational manner, 
giving reasons to justify their arguments that others can accept as persuasive by virtue of their appeal to 
universal values (Elster, 1998; Habermas, 1984). By definition, this focus on reasoned discourse excludes 
more emotive, less rational inputs and, ipso facto, the people and groups who find expression through 
these forms of talk (Barnes, 2002, 2008; Young, 2000). Other exclusion mechanisms that may serve to 
limit participation include the setting, the behaviour of facilitators and participants, chosen methods of 
communication, and speaking time granted (Elberse et al., 2011). This has led to efforts to find ways 
both to legitimise a wider range of inputs in policy consultation spaces (Epstein, Heidt, & Farina, 2012; 
Hampton, 2004; Polletta & Lee, 2006), as well as to design participatory processes that take potential 
exclusion mechanisms into account (Cook, 2002; Elberse et al., 2011; Roberts, 2014).  
Research on participatory design has started to open up possibilities for meaningful participation, 
enabling mental health care service providers and users to make contributions in familiar ways 
(Mo
2017, p. 4) hold potential for policy consultation. These technologies represent the enactment of a 
number of elements in the policy context, including characteristics of the facilitator and participants, 
broad-based c
technologies such as Open Space Technology (OST) can help to address some of the inevitable trade-offs 
between fairness and effectiveness described earlier in this section (
p facilitation method [for] tapping into the 
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something to contribute tha -cost, practical, and 
effective method of engaging stakeholders and, as such, is increasingly being recognised by 
 
As an innovative method that can build bridges between participants with diverse forms of knowledge, 
OST may be a deliberative technology that has particular value in mental health policy consultation. 
Recognising that consultation processes must be carefully designed to optimise the pooling of popular, 
expert, and experiential knowledge,  together knowledge 
around a particular problem or issue. Indeed, one of the valuable aspects of OST in the context of the 
policy consultation challenges identified in this section is the use of material objects or artefacts as 
bridges across different communities or bodies of knowledge. These artefacts have been compared to 
the boundary objects employed in knowledge-transfer processes discussed earlier in this section 
(Sandfort & Quick, 2017). They represent a mechanism for both eliciting and capturing diverse forms of 
knowledge, and as such, may be particularly useful in the context of mental health policy consultation. 
This is explored further in the section below.  
2.2.5.3   Capturing mental health knowledge inputs  
There are at least two challenges with respect to policy consultation in mental health. Firstly, this is a 
context in which knowledge inputs may be in more experiential or embodied forms, and therefore 
difficult to codify and capture (Goldner, Jenkins, & Fisher, 2014). Secondly, the consultation space brings 
together diverse groups of participants, with diverse ways and forms of knowing. This requires a 
particular kind of knowledge transfer, one that can incorporate different knowledges, while allowing 
them to retain their key characteristics. Experiential knowledge can complement other, more formal, 
kinds of knowledge in these spaces, but this requires not just mechanisms for eliciting such knowledge, 
but also for integrating and capturing such contributions (Demszky & Nassehi, 2012; Epstein et al., 2012; 
Fazey, Fazey, Salisbury, Lindenmayer, & Dovers, 2006; Goldner et al., 2014). In particular, drawing 
experiential knowledge into the policy consultation space requires that it goes through a process of 
formalisation, generalisation, and abstraction, such that it risks losing its contextually useful character 
(Agrawal, 2002; Demszky & Nassehi, 2012). It is therefore important that mechanisms are identified that 
can facilitate the integration of these kinds of knowledges in consultation spaces, while still preserving 
the contextual value that they hold for policy development.  
The notion of a boundary object was first identified by Star and Griesemer (1989) to represent a 
material artefact to which all members of diverse groups can relate and which draws together 
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information from these groups into an integrated form. Importantly, boundary objects are malleable 
enough to enable people to contribute to them, but structured enough to be used in decision-making, 
as well as transportable outside of the participatory space. Examples include stories, maps, diagrams, 
pictures, and props  physical or material objects that can be adapted and added to by participants as 
they share their knowledge (Morrison & Dearden, 2013). Boundary objects can enable both 
informational and relational work in deliberative spaces (Yeh, 2013) and therefore hold the potential for 
optimising both meaningful participation, as well as the integration of multiple knowledges. They can 
2006, p. 95), thereby helping to move beyond tokenistic participation in policy planning (Morrison & 
Dearden, 2013).  
Linking boundary objects with participatory design in policy consultation draws attention not just to how 
(Morrison & Dearden, 2013). In addition, it highlights the importance of understanding how forms of 
knowledge function and how such knowledge can be transferred from one form to another, as well as 
from one context to another. The reality is that knowledge in policy consultation spaces must be elicited 
and captured in ways that facilitate its movement outside of those spaces, such that these knowledge 
contributions might inform policy.  
2.2.6 Consultative policymaking: Conclusion 
This section has explored a number of elements of consultative policymaking that have relevance for the 
goals of the current study. It has presented various process and outcome criteria that are considered to 
increase the effectiveness of policy consultation, depending on the objectives of the consultation and on 
the perspectives of those who participate. In doing so, it has also highlighted the challenge for 
policymakers in balancing participation in policy decision-making with the effectiveness of policy 
decisions. The influence of policy consultation on policy has been explored, with a particular focus on 
how consultation contributions might be traced through the process to determine follow-through into 
policy. This, in turn, has foregrounded the role of knowledge in policy consultation. Strategies for 
including, enabling, and capturing knowledge inputs, specifically in the mental health policy context, 
have been discussed. The forms, functions, and transfer of knowledge in policy development are 
elaborated on further in the next section, with a particular focus on the value of tacit, experiential 
knowledge and how this form of knowledge might be elicited and transferred in the policy consultation 
process. 
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2.3 Knowledge in policy: Embodied, enacted, inscribed 
Throughout the discussions in previous sections, policymaking has been conceptualised as something of 
a knowledge problem for policymakers. Within the contexts of evidence-based policymaking and 
consultative policymaking, several challenges with regard to balancing various knowledge forms and 
contents in policy decision-making have been explored. In this chapter, the intersection of knowledge 
and policy is considered in greater depth. It starts with a more general description of the different forms 
and functions of knowledge in policy, problematising the notion of using knowledge in policy 
consultation in particular. It presents the embodied-enacted-inscribed knowledge framework as a useful 
way of conceptualising knowledge in policy consultation. Recognising that the policy consultation space 
is one in which these diverse forms of knowledge come together, the discussion then focuses on how 
more tacit, embodied forms of knowledge can be transformed into enacted and inscribed forms, in 
order to facilitate the transfer of knowledge beyond the consultation space.  
2.3.1 Using knowledge in policy  
There are many different forms of knowledge and many ways of knowing. This section will discuss the 
role of knowledge in policy in particular. It will consider the purposes for which knowledge is drawn on 
in policymaking; this both determines and is determined by what sources and forms of knowledge count 
as legitimate. The challenge for policymakers is to understand how to reconcile knowledge inputs in the 
political space with knowledge inputs from the scientific/technical space, and, increasingly, knowledge 
inputs from the consultation/citizen engagement space. Ultimately, this requires a better understanding 
of the role of knowledge  and of multiple knowledges   points of 
access [of knowledge] with
concerned with the role of experiential knowledge from the consultation space as one of these points of 
access, and how this might supplement knowledge from the evidence/science space. 
2.3.1.1   Functions of knowledge in policy 
Knowledge has been conceived of as serving a number of functions in policymaking. These are explored 
here with a view to understanding the purposes for which participant knowledge might be used in policy 
consultation. The focus of knowledge-transfer models in evidence-based policymaking has typically 
been on the instrumental function that knowledge has as a problem-solving tool in addressing policy 
problems or answering policy questions. In this instrumental role, knowledge is seen as objective and 
rational (Grundman & Stehr, 2012), and policymakers seen as problem solvers who draw on this 
knowledge to aid in improving policy (Jones et al., 2012). Beyond this problem-solving function, Weiss 
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(1999) proposed that knowledge can also serve a conceptual or enlightenment function, offering new 
ways of understanding or insights into policy issues. This kind of learning  through the conceptual use 
of knowledge (Sabatier, 1987)  occurs in a more diffuse way over a longer period of time than the 
instrumental use of knowledge, in a process which Weiss (1980, in Daviter, 2015) referred to as 
knowledge creep. 
In the instrumental and conceptual functions of knowledge in policymaking, then, emphasis is on the 
content value of knowledge. However, consistent with the recognition that policymaking takes place 
within a complex socio-political context, knowledge has also come to be seen as having other more 
symbolic or strategic functions in policy; for example, it may be employed more for its potential political 
function than for its substantive content (Grundman & Stehr, 2012; Nutley, Walter, & Davies, 2003; 
of knowledge in policymaking: first, to back up or justify certain policy decisions, which she refers to as a 
substantiating function, and second, 
frames policy problems in particular ways; this is seen as a legitimising function.   
Knowledge, then, has at least four functions in policymaking: instrumental, conceptual, substantiating, 
and legitimising. Different forms of knowledge  such as evidence-based or experiential knowledge 
may be drawn on to achieve these goals. It is important to point out, however, that these 
conceptualisations of the functions of knowledge in policymaking have generally been used to refer to 
the role of expert scientific or technical knowledge in policy, and have not been explicitly extended to 
other, more tacit, forms of knowledge. This parallels the focus in the knowledge-translation literature on 
how explicit, scientific evidence might be transferred or taken up into policy, as was discussed in the 
evidence-based policymaking section. 
Arguably, however, these other (practical and experiential) forms of knowledge may be employed in 
policymaking in similar ways to those outlined above. Practical or experiential knowledge might be 
drawn on for instrumental purposes when, for example, there are evidence gaps regarding how to solve 
particular problems. Inputs from practitioners or the public may also contribute in substantive 
conceptual ways when these experiential and practical forms of knowledge improve understandings of 
policy problems, or in strategic conceptual ways when they change what is thought about or counts as a 
problem.  
Policy actors or or
ways to give themselves democratic legitimacy, as well as to legitimise their predetermined policy 
decisions. Atkins and Finlayson (2013), for example, showed how reference to anecdote in political 
71 
speech has been increasingly employed by politicians wishing to align themselves with the everyday 
knowledge of their citizens; this is done t  as well as to 
legitimate policy choices by associating them with claims about reality. If experiential and practical 
forms of knowledge serve similar functions to explicit scientific knowledge, it follows that these forms of 
knowledge are vulnerable to the same risks  such as being used to reinforce or legitimate hegemonic 
policy narratives. 
The primary focus in the current study is on the value of knowledge for its instrumental function. This 
case study of policy consultation provided an opportunity to explore, retrospectively, how knowledge 
contributions moved, primarily in documented or inscribed form, through a consultation process. As 
such, it focuses on the points of exchange between individuals in consultation discussions, and between 
different chronological components of the consultation summit as documents were transferred from 
one point to the next. It therefore follows a more linear trajectory than is typical of policymaking itself; 
throughout the analysis, the limitations of conceptualising knowledge and knowledge transfer in this 
more instrumental, linear way are highlighted.  
Identifying what forms of knowledge are appropriate for particular purposes might help to clarify the 
functions that knowledge could serve in policy(making), as well as point to what processes or 
mechanisms might be most appropriate for its transfer in various contexts. In particular, linking tacit 
forms of knowledge to specific sources  to professional practitioners or to lay members of the public, 
for example  could illuminate the contributions that these forms of knowledge may make at different 
stages in the policymaking process. The discussion now turns to the specific ways in which tacit forms of 
knowledge might intersect with explicit knowledge to contribute to policy. 
2.3.1.2   Using multiple forms of knowledge in policy  
To gain an understanding of how knowledge functions in policy(making), it is important to understand 
how the forms of knowledge more generally have been understood. Knowledge has been 
conceptualised along a number of dimensions, including where it is held, in what form it is held, and 
what function it has in different contexts. Lam (1998) suggests that knowledge can be analysed along 
two dimensions  epistemological and ontological. The forms of knowledge, or ways in which it is 
expressed, are located on the epistemological dimension. This includes distinctions between tacit and 
explicit knowledge, theoretical and practical knowledge, and experience and expertise. The ontological 
focus is on the locus of knowledge, that is, where it is located; in this regard, Lam (1998) also 
distinguishes between whether knowledge is individually or collectively. This section focuses on the 
epistemological dimension, with a discussion of different ways in which various forms of knowledge 
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have been conceptualised in relation to one another. The ways and places in which knowledge
are explored later in section 2.3.1.4, which introduces 
knowledge as embodied, enacted, and inscribed. This is used to anchor the latter discussion, as this 
provides the basis of the analytical framework employed in the current study.  
At the broadest level, knowledge can be understood as either explicit or tacit. It is generally understood 
that knowledge can be articulated explicitly (explicit knowledge) or manifested implicitly (tacit 
knowledge) (Lam, 1998). This distinction is relevant for the current study for two reasons. First, it adds 
to understandings of how different forms of knowledge have come to be seen as more or less legitimate 
than others. Second, it has implications for how these forms of knowledge might be accessed and 
transferred to other forms or other contexts.  
One of the first attempts to classify tacit knowledge came from Polanyi (1967, p. 4), who observed that 
. Such knowledge is hidden or implicit and may be difficult to 
articulate, although we are not necessarily unaware of it. By definition, explicit knowledge can be 
captured or coded, in symbols, which allows it to be communicated in verbal or written form. Once it is 
 in order to be understood (Popper, 
1972, in Lam, 1998, p. 6). Tacit knowledge, on the other hand, is subjective and contextual and exists in 
an intuitive, unarticulated form (Jones et al., 2012; Lam, 1998). It is, by definition, not easily captured or 
transferred. In crude terms, then, the distinction between these two forms of knowledge is made 
according to ease of access and transfer.   
It is clear, then, that these two types of knowledge will be accessed and shared  where this is possible  
in very different ways. Importantly, this also has implications for whether and how these forms of 
knowledge can be aggregated or generalised: 
Since explicit knowledge can be easily codified, it can be aggregated at a single location, stored 
in objective forms and appropriated without the participation of the knowing subject. Tacit 
knowledge, in contrast, is personal and contextual. It is distributive knowledge that cannot be 
easily aggregated and stored in objective forms; it can only be appropriated through direct 
application. The realisation of its full potential requires the close involvement and cooperation 
of the knowing subject. (Lam, 1998, p. 7)  
The tacit-explicit knowledge distinction has been applied to various other forms of knowledge. Explicit 
knowledge has been linked with theoretical, abstract, or expert knowledge, all of which are considered a 
kind of know-that (Ryle, 1949). In contrast, tacit knowledge is linked with more practical, experiential, 
and situated knowledge forms  a kind of know-how (Ryle, 1949). These distinctions have had 
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implications for how different forms of knowledge have come to be seen as more legitimate than 
others, with more explicit forms of knowledge typically being accorded a higher status than tacit 
knowledge forms.  
This echoes earlier discussions on the ways in which evidence-based and experiential knowledges differ 
in their perceived legitimacy. Although the concept of evidence has been expanded to include a variety 
of knowledge forms, the predominant focus of evidence-based policymaking, as discussed in a previous 
section, has typically been on explicit scientific knowledge. However, in the broader context of political 
decision-making, scientific knowledge is only one input to policy, among many. For example, the section 
on consultative policymaking showed the importance of practical and experiential expertise as sources 
of knowledge for policymakers. The consequences of the increasing recognition of the legitimacy of 
other knowledge forms for use in policy are explored further here. The focus is on linking the notion of 
tacit knowledge with forms or sources of knowledge that play a role in policymaking, in particular, which 
leads to consideration of how multiple forms of knowledge might be integrated and, more specifically, 
how tacit forms of knowledge might be transformed into useable forms.  
Before proceeding with this discussion, however, it is important to acknowledge the inherent risks 
involved in indiscriminately using tacit experiential knowledge. The evidence-based movement is built 
on recognition of the dangers of subjective decision-making that can neither be verified nor replicated in 
systematic ways. The evidence-based practice literature is also replete with studies demonstrating that 
deeply embedded tacit knowledge may serve as a barrier to instituting more effective, research-based 
practices (Kothari et al., 2012). This type of knowledge might also be vulnerable to subversion for the 
purposes of furthering dominant agendas (Jones et al., 2012) or may obscure structural inequalities by 
taking such knowledge at face value or being uncritical of the types of knowledges permitted into the 
policymaking spa
and Kothari et al. (2012) argue that such knowledge, like research-based knowledge, should be 
subjected to critical appraisal in order to differentiate between sense and non-sense information.  
Some have proposed a pragmatic approach in this regard, whereby all knowledge is considered to be 
contextual knowledge. The value or validity of knowledge is thus assessed according to the purpose for 
which it is to be used (Caron-Flinterman et al., 2005; Williams & Glasby, 2010), while acknowledging that 
-off in utility between the extremes of generic knowledge, and local 
n addition, a great deal of 
work is still needed to determine the extent to which using more tacit experiential knowledge does 
indeed contribute to the effectiveness and efficiency of policymaking and policy implementation (Caron-
Flinterman et al., 2005). One way of facilitating this would be for the decision-making processes involved 
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in policymaking and policy consultation to be made more transparent, allowing for potentially greater 
insight into the flow and uptake of different forms of knowledge into policy, as provided in the current 
case study.  
Jones et al. (2012) provide a comprehensive guide to understanding how explicit and tacit knowledge 
may be used in policy. They draw together explicit and tacit conceptualisations of knowledge into 
broader categories that are linked to particular sources of this knowledge as they pertain to 
policymaking. These sources are broadly defined as research-based knowledge, practice-informed 
knowledge, and citizen knowledge. Jones et al. (2012) assert that these pragmatic categorisations are 
consistent with key trends in the developing country- -in-
field as a whole. What is important for the purposes of the current study is that Jones et al. (2012) 
acknowledge the crucial role of all three of these forms of knowledge in policymaking, and outline the 
risks in simply substituting one form for another, or allowing one type of knowledge to dominate.  
Jones et al. (2012) also highlight that the knowledge-policy interface is not just affected by political 
of practice-informed and citizen/lay knowledge in policy holds both a great deal of value and a number 
legitimacy, saliency and credibility of each of the different types of kn
 
Jones et al. (2012) therefore argue that, although evidence-based knowledge continues to dominate 
policymaking, this needs to be complemented with practical and local experiential knowledge. The use 
of such knowledge in policymaking is demonstrated in Sturdy, Freeman, and Smith-
actices. 
normative, universal best-practice guidelines, Sturdy et al. (2013) theorised that the role of knowledge 
al health would be primarily technical or instrumental. They 
through technocratic mobilisation of standardised knowledge, but through an approach that wa
(Sturdy et al., 2013, p. 3), thereby showing that other forms of knowledge (i.e. context-based 
experiential) may sometimes prove more practical and effective in policymaking. Much of this 
-to-face discussion, negotiation and sharing of 
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, rather 
than through empirical information or data gathering.  
The importance of attending to situated experiential knowledge was also demonstrated by Healey 
(2007) in an in-depth case study of urban spatial planning. Asserting that all knowledge  including 
scientific knowledge  is a form of story acquired through living in the world, Healey (2007, p. 249) 
ed scientific findings, however, 
cause-and-
Situated experiential knowledge is thus a key resource for policymakers to integrate with technical 
use of situated experiential knowledge in policy(making) then, is the illumination of how the 
implementation of a policy may unfold in specific situations and contexts. 
However, the legitimation of more practical and situated forms of knowledge in policymaking poses 
challenges with respect to reconciling knowledge from these diverse sources  from research, from 
integration of these forms of knowledge will depend on what we want to know, referring back, then, to 
the different functions that different knowledges might serve. The challenge for policymakers is how to 
integrate local experiential and situated knowledge with other forms of knowledge inputs to policy. This 
challenge is briefly considered next.   
In drawing attention to the importance of situated knowledge in policy, Healey (2007) calls for 
policymaking to be seen less as a form of closure and more as a process of discovery, which suggests the 
need for more participatory and interactive forms of policymaking to replace or supplement more 
traditional problem-solving models (Colebatch, 2006). Jones et al. (2012, p. 108) acknowledge that 
creating these spaces wi
about the right kinds of knowledge to fill the know-do gap. The complexities of certain policy problems 
exceed the capacities of science alone, such that policymakers require a broader, less positivist, and 
more interpretivist epistemology  , 
and Freeman and Sturdy (2015a, p. 6)  This requires both individual 
and institutional capacity to elicit and integrate multiple forms of knowledge. Although this might lead 
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knowledge is by no means automatic or straightforward, and there is little theoretical or empirical 
guidance for conceptualising or effecting such knowledge transfer.  
However, the fact that knowledge is both created in, and moves through, social interaction poses both a 
challenge and a potential solution to the integration of knowledge. Building on the epistemological 
consciousness required of policymakers in this regard, Healey (2007) suggests that integrating multiple 
knowledge forms is less about technical skill, and more about the capacity to interact with others in 
multiple ways and to hear what various stakeholders are saying. This is supported by Ashwood et al. 
(2014), who showed that the distinction between where knowers were located socially (in terms of 
being locals or being experts) was less of a significant factor in their interactions than their ability to 
connect their knowledges with those of others
able to understand their knowledge as situated in the ground of their own experience, and able to link 
, Harden, Bell, & Bland, 2014, p. 428). This suggests that much can be 
gained in not only attending to the interactive spaces of participatory policy consultation, but also in 
understanding the ways in which knowledge moves between different forms and phases during this 
interaction.  
It is evident from the above discussion that linking and integrating diverse forms of knowledge in 
policymaking is a complex task. Moving different forms of knowledge between the different contexts in 
which it is generated implies, too, that certain mechanisms must be identified through which this can be 
most effectively achieved. However, transfer of knowledge from one source or context to another is 
more than just a linear exchange. In addition, determining whether and how such transfer has been 
effected is complicated by a range of factors. These are explored next.  
2.3.1.3   A note on terminology: Use, influence, transfer, movement  
As was shown in an earlier section on policy consultation, one of the implicit principles and purposes of 
engaging with the public around policy is that their inputs will in some way be used or at least 
considered in relation to other factors influencing policy decisions. A key challenge for policymakers is 
how to balance and integrate these multiple sources of knowledge. While it is improbable that a linear 
or causal association might be drawn between consultation inputs and policy outputs, there is 
nonetheless a need to assess whether and how inputs at policy consultation events are or could be 
used, in order to avoid tokenistic public engagement. As with knowledge-translation approaches to 
optimising the uptake of research-based knowledge into policy, this is unlikely to be a simple process of 
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transfer. The degree to which public inputs influence policy might only be seen in more subtle ways 
further down the line, for example, in implementation buy-in and changed practice.  
Even where consultation inputs do not have a direct impact in terms of changing policy, it seems 
reasonable to expect that there would be evidence of endorsement of draft or proposed policy 
interventions, through synergies between consultation inputs and policy outputs. Alternatively, there 
would be transparency in decision-making processes around why inputs were included or excluded. It is 
necessary, then, to clarify what is meant by knowledge transfer or use in this context, in order to 
address such questions as: Are these knowledge inputs used? How are they used or what are they used 
for? How do we know whether or not they have been used? There seems, however, to be little 
consensus on terminology concerning the use of consultation inputs, which is further complicated by 
difficulties with transferring tacit practical and experiential knowledge, in particular. Assuming the 
conditions for eliciting and capturing such knowledge are met, the issue considered in this section is 
how this knowledge might move through a consultation process, such that it is transferred in either 
inscribed (person-document transfer) or embodied (person-person transfer) form.  
The concept of use points to ways in which public inputs to policy might be taken up and integrated with 
other forms of knowledge  in particular, evidence  within the complex policymaking process (Li et al., 
2015). The uncertainty regarding how to incorporate other knowledge inputs into policy might to some 
extent be traced back to lack of clarity around how the concept of use is defined or understood. These 
terminology issues were discussed earlier in the consultative policymaking section (section 2.2.3.3). It 
was shown there that the term use has rarely been explicitly defined in studies examining the impact of 
public involvement in policymaking; when it is defined, it is usually in relation to what the inputs were 
used for, rather than to define what use itself was understood to mean, or how inputs were actually 
used (Li et al., 2015).  
study revealed a number of ways in which public knowledge was used in policy and 
enhance the understanding of a policy problem, to choose between policy alternatives, and to address 
the need to understand use of knowledge inputs as a process rather than an outcome. This suggests that 
the purpose for which the public is consulted, and the function that their inputs may serve, are 
important factors in assessing public policy consultation and the use of knowledge in these processes. 
This might have positive implications  such as where public knowledge is used in instrumental or 
conceptual ways to solve policy problems or fill information gaps  as well as negative implications 
where, for example, public inputs are used to placate the public or legitimise dominant agendas.  
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The discussion above situates the concept of knowledge transfer in the broader process of policy 
consultation. In terms of the transfer of knowledge from one form to another (e.g. tacit to explicit), from 
person to person and from person to document, questions remain regarding how this might occur. This 
highlights again that knowledge exists in forms that might be transformed into others. In addition, 
although knowledge might be embedded or contained within people or documents, it is also dynamic 
and infused with the potential for movement  in words and documents and in people and actions 
(Freeman, 2009). This also suggests that it might be captured in different ways once it 
movement . This confirms that knowledge forms can move and can be transformed through this 
particularly with respect to eliciting, capturing, and transferring tacit knowledge.  
However, this discussion has also highlighted challenges in transferring and integrating multiple forms of 
knowledge, as well as in determining whether and how such knowledge is used in policy consultation. In 
addition to lack of clarity regarding terminology around knowledge use in policy, the multiplicity of ways 
(2015a) phenomenology of knowledge as embodied, enacted, and inscribed provides a useful 
framework for conceptualising not only different forms of knowledge, but also the ways in which 
knowledge moves and might be transferred in different forms through a policy consultation process. 
This framework is presented in the next section.  
2.3.1.4   Knowledge in policy consultation: Embodied, enacted, inscribed  
Conceptualisations of knowledge along the dichotomous tacit-explicit distinction discussed earlier have 
been expanded to consider the location of knowledge along individual/collective dimensions, as well as 
the forms in which knowledge is acquired and held. Including these elements allows for a more nuanced 
representation of how knowledge has been understood; this is depicted in Figure 2.3. Each of these 
conceptualisations of knowledge is described further below.  
In Figure 2.3, knowledge is classified according to whether it is explicit or tacit and, respectively, 
abstract/theoretical or practical/experiential. It is further distinguished according to whether the explicit 
and tacit knowledge is held in individual or collective forms. The focus of the current study is on 
individual forms of knowledge and how these are transformed into knowledge that can be collectively 
used in policy development. Conceptualisations of knowledge at the explicit-individual (embrained), 
tacit-individual (embodied) and explicit-collective (inscribed) interfaces in Figure 2.3 are therefore 
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foregrounded in this discussion. Embedded knowledge and encultured knowledge are collective tacit 
forms of knowledge that are not explored in detail here1.  
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Figure 2.3: Conceptualisations of knowledge 
It is important to note that, while distinguishing between different forms of knowledge provides a useful 
taxonomy for thinking about knowledge, in practice these distinctions are not as discrete. Not only are 
creation is dynamic and interactive (Lam, 1998, p. 7). This implies that even the creation of new 
scientific  knowledge will necessarily involve the use and generation of tacit knowledge (Polanyi, 1962, 
1966, in Lam, 1998). Nonetheless, a clear definition of terms is necessary for conceptual and analytical 
clarity. 
Freeman and Sturdy (2015a) proposed a reconceptualisation of knowledge forms using the analogy of 
three phases of matter: solid, liquid, and gas. With the tacit/explicit classification as a starting point, 
they argue that knowledge also exists in three phases: embodied, enacted, and inscribed. Their 
conceptual schema builds on a number of theories regarding the locus of knowledge and how this 
                  
1 Encultured knowledge (tacit-collective) is knowledge that is shared and made possible through language and 
social connectedness, through socialisation, and acculturation (Blacker, 1995; Collins, 1993). Embedded knowledge 
(tacit-collective) denotes the knowledge embedded in systemic routines, which represent relationships between 
different components of how a system or organisation functions, both architecturally and procedurally (Blacker, 








influences form (Blackler, 1995; Collins, 1993; Lam, 1998). Synergies and divergences in each of these
typologies are shown in Table 2.6. 
Table 2.6: Theoretical development of conceptualisations of knowledge  
Current study Freeman & Sturdy 
(2015a) 
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Adapted from Maybin (2013, p. 43). 
a) conceptual schema of knowledge has guided the analysis of the current 
study and is therefore elaborated on here. Links to concepts proposed in previous conceptualisations of 
knowledge are explained where relevant. 
Embodied knowledge is a form of tacit-individual knowledge that represents how we understand and 
relate to the world through our bodies. Embodied knowledge represents know-how; it is tacit, practical, 
5a, p. 9). Experiential knowledge is 
incorporated in this conceptualisation of embodied knowledge. However, Freeman and Sturdy contest 
the idea that this form of knowledge cannot be verbally articulated. They therefore collapse embrained 
knowledge into embodied knowledge, suggesting that embodied knowledge also includes knowledge 
5a, p. 9). Embrained knowledge was defined by others as 
knowledge that is held in the brain (Collins, 1993), which includes abstract, theoretical, or higher level 
cognitive abilities that allow us to know-that 
(2015a) classification, combining embrained knowledge and embodied knowledge collapses the 
distinction in Figure 2.3 between explicit-individual and tacit-individual knowledges. In this way, then, 
Freeman and Sturdy (2015a, p. 9) seek to synthesise know-how with know-that in embodied knowledge, 
element of tacit knowledge  the embrained is also always embodie  
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As shown in the first column of Table 2.6, the current study applies a slightly adapted form of Freeman 
a) conceptual schema, where embodied knowledge is understood to incorporate 
more tacit, experiential or practical knowledge, as well as more explicit, formalised, and abstract 
knowledge  what was previously referred to as embrained knowledge (Blackler, 1995; Collins, 1993; 
Lam, 1998). The embrained component of embodied knowledge, then, also includes scientific or factual 
knowledge, which is used interchangeably with evidence-based knowledge in this study, and is 
regulated by rules regarding validity, reliability, and generalisability. Importantly, this synthesis implies 
that embodied knowledge, regardless of whether it is more tacit or explicit, requires the presence of the 
human body to exist. 
In contrast, inscribed knowledge is contained in material artefacts. 
conceptual schema, inscribed knowledge is captured and encoded in words and symbols and is 
consistent with the symbolic and encoded knowledge forms conceived of in earlier frameworks 
(Blackler, 1995; Collins, 1993; Lam, 1998). Inscribed knowledge is a stable and easily transferable form of 
knowledge by virtue of its inscription in texts, diagrams, images, instruments,  
Freeman & Sturdy, 2015a, p. 10). 
Enacted knowledge is an addition to the previous classifications in which Freeman and Sturdy (2015a) 
attempt to capture the action component of knowledge, that is, what we do with it. In one sense, 
enacted knowledge is embodied or inscribed knowledge in action; both of these forms of knowledge 
remain latent in people or in documents until they are enacted. Similarly, action lacks meaning unless it 
is informed by some kind of knowledge. However, Freeman and Sturdy (2015a) propose that when 
knowledge is enacted, it is also transformed in some way from its embodied or inscribed form. They 
suggest, therefore, that enacted knowledge is not just a representation of the other two knowledges, 
but rath rdy, 2015a, p. 12), 
which may, in turn, result in the production of new embodied or inscribed knowledge. Like gas, enacted 
knowledge is transient, volatile, and open to interpretati
a, p. 13). It is also, 
by its nature as an (inter)action, a collective activity.  
(2015a) conceptual schema is particularly useful for the purposes of this study in 
terms of the enacted and inscribed conceptualisations of knowledge, especially as they relate to policy 
consultation meetings (enactments of knowledge) and policy recommendations and documents 
(inscribed knowledge). Their conceptualisation of phases of knowledge transferring from one form to 
the other is another key component relevant for this study, as it is proposed that certain forms of 
knowledge (i.e. experiential/embodied knowledge) are harder to articulate and inscribe than others (i.e. 
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factual/embrained knowledge) and thus are more likely to be lost or evaporate like gas in their 
knowledge is used in policy. It is therefore also useful in the sense that it implies transformation 
between different knowledge forms, while also introducing a strong element of (inter)action into the 
conceptualisation of knowledge.  
The specific intersection of embodied, enacted, and inscribed knowledge forms in policy consultation is 
considered in the sections below, with a particular focus on the transformation between these different 
knowledge forms. As the focus of the current study is on policy consultation in particular, these forms of 
knowledge have been conceptualised here in terms of how they might function during a specific policy 
consultation event: the embodied knowledge that individual participants bring to the process, the ways 
in which these embodied forms of knowledge are transformed into enacted knowledge during 
consultation discussions, and the ways in which this enacted knowledge might be captured as inscribed 
knowledge, which can be transferred beyond the consultation space.  
2.3.2 Embodied knowledge in policy consultation  
As mentioned above, Freeman and Sturdy (2015a) bring together know-how and know-that in their 
concept of embodied knowledge. Verbal, factual or propositional knowledge  previously 
conceptualised as embrained knowledge  is thus also seen as embodied knowledge. In the current 
study, then, both experiential and evidence-based knowledge, each conceived of as different kinds of 
expertise, are forms of embodied knowledge. While evidence-based knowledge might typically be 
thought of as that which exists in inscribed form, the form of evidence-based knowledge that is focused 
on in this study is that which is embodied in individuals. Evidence-based knowledge, then, is research-
generated or factual knowledge that individuals embody, transfer, and draw on when engaging in 
-  discussions.  
Sturdy, 2015a, p. 10). However, given that it requires the human body in order for it to be accessed and 
used, it is as fragile and fallible as the human body itself (Freeman & Sturdy, 2015a). In policy 
consultation processes, then, embodied knowledge must be elicited and enacted in order to be shared. 
This, in turn, has the potential to result in the creation of new (enacted) knowledge, which must be 
captured in some way in order to move beyond the policy consultation space.   
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This conceptualisation of embodie
rdy, 2015a, p. 9). It also 
highlights the fact that individuals embody many of these different kinds of knowledge  evidence-
based, experiential, practical  which may not always be compatible. The value and utility of evidence-
based and experiential knowledge for policy, as well as their validity and relevance, must be carefully 
assessed and weighed up by individuals  Each form of knowledge has particular 
strengths and weaknesses and may be more useful in some contexts than in others and at certain stages 
in the policymaking process. Drawing on the proven effectiveness of health care interventions, for 
example, is important for formulating policies based on sound scientific knowledge/evidence, while the 
implications of implementing such interventions in particular contexts might be informed by experiential 
or situated knowledge. As has been argued throughout this chapter, the challenge of reconciling 
multiple and often conflicting kinds of knowledge is one of the challenges facing policymakers when 
developing and consulting on policies. It is a challenge that also faces individuals engaged in policy 
consultation discussions, as well as those facilitating and recording such processes.  
problem  of evidence-based knowledge and of experiential knowledge in policymaking has been 
explored in previous sections. These are briefly returned to here in order to explore the particular 
challenges that policymakers might face in eliciting, transferring, and using these kinds of embodied 
knowledge in policy consultation. If embodied or tacit knowledge is considered to be a legitimate input 
to policy, the focus shifts to how such knowledge might move through the policymaking process. Tacit 
experiential embodied knowledge is considered a valuable and legitimate source of information that 
could supplement explicit scientific or evidence-based knowledge in a number of contexts. The utility of 
such knowledge in adapting explicit formal knowledge for contextual relevance is of particular interest 
in this study. However, this type of knowledge is not easily elicited, captured, or transferred. As was 
discussed earlier, the integration of multiple forms of knowledge in policymaking is not a simple task.  
The discussion thus far has focused on forms of knowledge as inert, embodied . An 
important line of argument followed in this thesis is that the production of knowledge is dynamic and 
interactive. The co-existence of multiple forms of knowledge, as well as the transformation of 
, in Blackler, 1995, p. 1033) proposition 
ated out of dialogue between people . This 
introduces the notion that transfer of knowledge from one form to another, as well as from one source 
to another, is possible  from tacit to tacit, tacit to explicit, explicit to explicit, and explicit to tacit. 
Knowledge, then, moves in dynamic interaction between forms and sources  what Nonaka calls 
knowledge-creating   with different forms of knowledge inherently related to others. This has led to 
Blackler (1995) and others suggesting that it may be more useful to talk about the process of knowing 
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that knowledge 
is not static but active, and that it comes about through dynamic interaction.  
Knowledge, then, is co-produced and socially validated. Lam (1998, p. 4) proposes that tacit knowledge 
is experience ctice in a particular context and transmitted 
, 
y 
. Healey (2007) also takes this position, emphasising that our store of 
knowledge about the world is not static but is in constant evolution through practical engagements and 
our experience of living in the world; in addition, we have more formal modes of knowledge acquisition. 
a) conceptual schema is of value here, as it speaks to how the form of 
knowledge as embodied or inscribed might influence its transfer, as well as how embodied knowledge 
must be enacted in order for it be passed on to others. Their introduction of enacted knowledge, for 
example, through face-to-face consultations, provides clues to how knowledge moves and can be 
transferred and transformed from one form to another. The enacted knowledge concept captures this 
movement in a way that has utility for the current study in understanding, at a micro level, how 
knowledge moves  or does not move  in and through a policy consultation process.  
Freeman and Stur a) conceptualisation of enacted knowledge is believed to encapsulate this 
(inter)active nature of knowledge, particularly as it is understood as representative of both embodied 
and inscribed knowledge, but different from these in form. This implies that knowledge changes form as 
it is enacted, and that new meanings and interpretations may be infused in this enacted form. The role 
of enacted knowledge in policy consultation is explored further in the next section.  
2.3.3 Enacted knowledge in policy consultation  
 
Enacted knowledge is knowledge in action. It is the form that embodied and inscribed knowledges are 
transformed into when they are enacted. Importantly, this enactment is a collective activity, such that 
 inscribed in documents and 
other artefacts, but their enactment of that knowledge is channelled by the communities of knowers to 
 14). By virtue of its interactive nature, enacted 
ly variable from one instance to the next and often unpredictable in form 
transformation through interpretation and judgement, which can be both an opportunity and a risk in 
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policy consultation spaces. Embodied and inscribed knowledge, then, are literally transformed once they 
become enacted knowledge. As Freeman and Sturdy (2015a, p. 13) suggest, this is why rules and laws 
are typically accompanied by guidelines on how to interpret these laws and by 
guide implementation of national policies at local levels.  
The role of enacted knowledge in policy consultation becomes especially apparent in how it both 
creates and is created by particular kinds of interaction. Although enacted knowledge is flexible, volatile, 
and open to interpretation, it is also highly regulated by explicit and implicit social sanctions. Meetings 
and policy consultation forums, for example, are enacted spaces that are governed by certain (explicit) 
procedural rules and processes. Importantly, however, the spaces in which enacted knowledge is 
created are onitored and regulated through the mutual surveillance and sanctioning 
of those involved at any given moment. Strong sanctions may be exerted against any actor who is 
rdy, 
2015a, p. 14). This links to earlier discussions regarding the implicit rules of the game  that may serve to 
exclude certain kinds of contributions to policy consultation discussions. It is another factor that 
contributes to the complexity of eliciting and reconciling multiple kinds of knowledge in policy 
consultation.  
Evidence-based knowledge and experiential knowledge, as forms of embodied knowledge, can become 
enacted knowledge through interaction and engagement in policy discussions. The advantage of 
conceptualising enacted knowledge as a distinct form of knowledge is that it gives equal space to 
different kinds of knowledge once they are enacted. The disadvantage is that it makes identifying and 
reconciling conflicting   kinds of knowledge much more difficult to do. It implies that 
conscious attention needs to be paid to these enacted spaces in their design, facilitation, and 
management. This has been emphasised in earlier discussions regarding policy consultation as a form of 
knowledge management, and regarding the importance of designing participatory processes that allow 
for the optimisation of knowledges available in these spaces. Some of the challenges in transferring 
knowledge in policy consultation  and specifically in optimising the transformation of embodied 
knowledge into enacted knowledge  are briefly considered below.  
With the increasing recognition of the importance of other forms of knowledge in policy came a greater 
appreciation of the multiple spaces for interaction between knowledge and policy (Jones et al., 2012). 
However, not only does the tacit and more embedded character of experiential or practice knowledge 
make it harder to access and transfer, Jones et al. (2012) argue that processes through which multiple 
forms of knowledge might be actively integrated into policy constitute a neglected area in the 
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knowledge-in-policy literature. While the evidence-based policymaking field is replete with studies and 
approaches to the transfer of evidence (i.e. scientific knowledge) into policy, knowledge transfer models 
in this area have seldom focused on transfer of other, more tacit, forms of knowledge. A theme in the 
policy consultation literature, on the other hand, has been on how to access and include various forms 
of knowledge from a wide range of sources or voices (cf. Jones et al., 2012). Few of these studies, 
however, have explicated at a micro level how such knowledge might be captured and transferred, and 
then integrated with other more explicit forms of knowledge in discussions at policy consultation 
meetings (with notable exceptions, such as Smith-Merry, 2012).  
Given the objectives of public consultation outlined in earlier sections, it is important to understand how 
the inputs based on practical or experiential embodied knowledge might actually be used to influence 
policy, given the valuable information they may offer policymakers. As Smith-
suggest, however, this type of knowledge is not easily captured or transferred during policy consultation 
its transfer, then, there needs to be a way of both eliciting and capturing tacit knowledge in order for it 
to move or be moved.  
Research in the organisational knowledge-management field regarding the transfer of tacit knowledge, 
in particular, could be useful to draw on here. In organisational knowledge management, there is a great 
deal of work exploring how knowledge is transferred within and between organisations, with particular 
emphasis on how tacit knowledge might be captured so that it is not lost to an organisation when 
people leave (see, for example: Abidi et al., 2005; Hansen, Nohira, & Tierney, 1999; Hussain & Raza, 
2004; Nonaka & Takeuchi, 1995; Ranucci & Souder, 2015; Shulz & Jobe, 2001). There are obvious 
challenges in the transfer of tacit experiential knowledge, and much work has been dedicated to 
identifying strategies for effective codification of such knowledge.  
Importantly, knowledge-management research on organisational knowledge transfer seems to operate 
from the premise that tacit knowledge, although implicit and difficult to access, can be elicited and 
transformed into forms that facilitate its transfer. Some have argued, however, that tacit knowledge is 
such that it cannot be recorded, and that knowledge can therefore only be shared through interaction 
between knowers (Al-Hawamdeh, 2002; Hildreth & Kimble, 2002). Kingston (2012a) counters this by 
asserting that if tac
acknowledges that some of the contextual and rich value of tacit knowledge is likely to be lost in the 
to or refining an existing store of subjective knowledge  there is no reason why it should not record the 
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current contents
for capturing lessons learned from experience, Kingston proposes strategies for capturing and 
transferring tacit knowledge, which he categorises as connect  (person-to-person sharing) or collect  
(distributing captured or recorded knowledge) strategies, using structured and unstructured techniques. 
He suggests that transfer of tacit knowledge is typically understood to be shared through connect 
techniques, which include conversations in communities of practice, as well as storytelling.  
What is interesting to note from many of the studies in the knowledge-management field is an 
increasing recognition of the socially interactive nature of both knowledge and knowledge transfer (e.g. 
Bresnan, Edelman, Newell, Scarbrough, & Swan, 2003; Newell, 2003; Nonaka & Takeuchi, 1995). The 
importance of the human or social dimension of knowledge transfer was highlighted, for example, by 
Hansen  concepts of codification and personalisation strategies for knowledge transfer. In 
codification practices, knowledge is transferred from people to documents, whereby such knowledge is 
captured in a form that does not require the individual knower  to be further used. In contrast, 
personalisation strategies emphasise the transfer of knowledge through dialogue between individuals. 
Hansen et al. (1999) found that effective companies were those that pursued one strategy 
predominantly and used the second strategy to support the first, although they suggest that when 
drawing on tacit knowledge, personalisation strategies work best (e.g. the sharing of stories about how 
problems were solved). This has potential implications for how policy consultation processes are 
organised in order to facilitate the elicitation and transfer of tacit knowledge.  
Various mechanisms that have been identified for transferring and optimising the use of embodied 
knowledge in policy have emphasised this interactive component. Knowledge brokering, for example, 
has been highlighted by Jones et al. (2012) as an active strategy for bridging and integrating multiple 
perspectives into policy. This was explored in some detail in the consultative policymaking section. At a 
more individual level, Restall, Cooper, and Kaufert (2011) identified a number of strategies that mental 
health care users employed 
two broad interactive approaches  direct or indirect communication  with each having different 
potential for influence. Direct communication with policymakers was impeded by a number of factors, 
and these pathways were thus found to be employed less frequently than indirect communication.  
Indirect pathways typically involved user representatives or advocates who could translate or 
communicate the views of citizen-users to decision makers, along similar lines to knowledge brokering. 
In addition, as discussed in earlier sections, particular forms of more interactive participatory methods 
seem to provide greater opportunities for different forms of knowledge to mix. To avoid such exercises 
becoming merely tokenistic, however, participants must find a way of linking and sharing what they 
88 
know with one another in these spaces (Ashwood et al., 2014), while policymakers must equip 
themselves with skills to attend to and integrate multiple knowledge sources (Restall et al., 2011). 
The social nature of knowledge and, in particular, its transformation and transfer through interaction, 
has been emphasised in this section. The meaning and form of knowledge may be (re)constructed 
through these social interactions, in part because tacit knowledge, once it is shared, exists in a more 
explicit form  a) terms, in its enacted form  and in part because new 
meanings and knowledges are created through interaction and dialogue. This seems to be what 
Freeman and Sturdy (2015a) had in mind when they developed the concept of enacted knowledge, a 
form that exists in its own right and is substantively different from the embodied and inscribed 
knowledge that it may represent, precisely because it has been enacted.  
This might be linked to the idea that such interaction, for example, through policy consultation 
discussions, can in itself enable learning, such that participants leave with transformed understandings 
and new embodied knowledge. Even if this enacted knowledge is not recorded or inscribed in written 
form, policy consultation may offer value in its own right, outside of whether it has been used in or 
influenced policy. This was evident in Smith-
process, where greater person-to-person (embodied  enacted  embodied) knowledge transfer 
occurred compared to person-to-document (embodied  enacted  inscribed) knowledge transfer.  
Policy consultation itself, then, represents an enactment of knowledges (Freeman & Sturdy, 2015b; 
Smith-
knowledges (Smith-Merry, 2012), as well as an epistemic pluralism in policymakers as they seek to 
integrate multiple forms of knowledge (Freeman, 2007; Healey, 2007). As previously mentioned, 
knowledge brokering has been identified as a useful mechanism in this regard. Finding pragmatic ways 
of capturing such enacted knowledge may also facilitate this process. Embodied knowledge is, after all, 
contingent on the human beings who embody it; if it is to travel outside of these bodies, it must be 
enacted and inscribed such that it can be available to different individuals in different contexts at 
different times (Freeman & Sturdy, 2015a). Once knowledge is enacted, it may become embodied once 
again within individuals, and in this way travel out of consultation spaces. However, this enacted 
knowledge must also be transferred into inscribed forms in order for it to move beyond policy 
consultation processes, and to be seen and used by policymakers tasked with integrating these inputs in 
policy decisions. The inscription and transfer of tacit experiential knowledge at this micro level of policy 
consultation is explored in the next section, which considers how such knowledge might be captured 
and moved through a particular consultation process. 
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2.3.4 Inscribed knowledge in policy consultation 
Inscribed knowledge is knowledge captured in codified or symbolic form, in tangible forms such as 
documents. Perhaps in part because of the difficulties described above in eliciting and transferring 
embodied knowledges, the written form of knowledge has tended to persist as our dominant reference 
contributes to understandings of the role of knowledge in policy by foregrounding the centrality to 
policymaking of inscribed knowledge in policy documents. In part, this is because of the inherent 
  easily reproduced and highly mobile. This means that it 
can be communicated or available to many different indi
a, p. 15), 
constrain and d
2015a, p. 11).  
The coordinating function of inscribed knowledge is highlighted by Freeman and Sturdy (2015a) as one 
of the advantages it has over embodied knowledge. Whereas coordinated action takes place on a daily 
basis without reference to inscribed knowledge (documents), this happens at local sites, in face-to-face 
coor
Sturdy, 2015a, p. 11). This highlights again, however, the importance of developing national policies that 
are applicable across diverse contexts, while including sufficient detail for clarity in the implementation 
of policies at local sites.  
The transfer from embodied knowledge to inscribed knowledge is important for the purposes of policy 
consultation if such inputs are to be used in any way to inform policy. Policy consultation spaces offer 
opportunities for individuals with valuable experiential or practical knowledge to enact this knowledge 
through face-to-face meetings and discussions. The challenge, however, is how to transfer that 
embodied and enacted knowledge into inscribed knowledge, a form that may be amenable to further 
policy development. This section thus focuses on how tacit experiential knowledge might be transferred 
on a micro level, in processes that might be typical of policy consultation forums. As Freeman and Sturdy 
(2015a  is to be understood in any depth, far more 
serving just what knowledge finds its way into inscriptions for policy purposes, 
(Freeman & Sturdy, 2015a, p. 15).   
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There is a gap in the literature regarding the specific methods used in eliciting and capturing the results 
of collective decision-making in public participation (Morrison & Dearden, 2013; Oliver et al., 2008). 
Horlick-Jones et al. (2007) point out that much of the work on integrating knowledge from multiple 
sources in policy consultation has been focused on the way in which public engagement methods are 
structured as organisational processes, or on highlighting the legitimacy of such inputs. However, they 
argue that there is also a need for understanding, on a micro level, how information and knowledge are 
managed and integrated during these processes. They suggest that one factor that should be considered 
-Jones et al., 2007, p. 
-
. The findings of their study 
revealed a lack of systematic methods for capturing and collecting the rich information generated 
through discussion and deliberation at policy consultation meetings. As a result, there was little 
evidence in terms of whether or how such discussions were used in the final decision-making process.  
In a 
consultation, Smith-Merry (2012) also identified barriers to the transfer of embodied knowledge from 
the enacted discussion spaces to the inscribed policy documents. She argues that although the 
experiential nature that makes it difficult for this knowledge to have an impact on the resulting policy. 
The knowledge that practitioners brought to the consultation process in Smith- was 
based not on their explicit formal knowledge, but in their experiences of implementing this knowledge, 
and their consequent knowledge of what did or did not work on the ground. This knowledge was then 
-Merry, 2012, p. 137).  
Through these exchanges, and the individual and collective interactions with the proposed (inscribed) 
policy in relation to experience, new knowledge was created that spoke to ways in which the new policy 
might be implemented. However, Smith-Merr showed that different forms of 
knowledge were not optimally utilised during the course of such processes, particularly with respect to 
finding their way into the final policy document. The responses from the consultation process were 
ultimately synthesised into a summary report, but the positive or negative implications of the policy in 
practice, as discussed by participant practitioners, were absent from this document.  
Smith-
of practitioner knowledge the further it progressed through the chain of consultation even
The complex and idiosyncratic knowledge held and transmitted by practitioners, for example, may make 
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it difficult to convert to an explicit form amenable to capture in policy, while the detailed nature of the 
experience-based anecdotes may have made it neither possible nor desirable to attempt to include this 
knowledge in summary reports. Indeed, the structured nature of policy consultations, and the implicit 
rules governing the format in which policy recommendations should be communicated, seemed to leave 
little room for the descriptive vignettes generated during consultation discussions. Ultimately, then, 
although much valuable experiential knowledge was generated and shared during consultation 
discussions, it was not possible to identify instances where this knowledge appeared in the policy 
document. 
The transfer of tacit embodied knowledge to enacted or inscribed knowledge, however, involves making 
such knowledge explicit in order to for it to be captured; such processes invariably carry a number of 
risks. One of the key arguments against attempts to articulate or capture tacit knowledge is that some 
knowledge will inevitably be lost in translation
inevitably involves a data sacrifice; some part of the knowledge will always stay behind in the knowing 
. There are also those who contend that the capture and transfer of tacit experiential or 
practical knowledge loses the rich contextual dimension of such knowledge. Constructionists are among 
those who would argue that knowledge that is partially captured  that is, outside of the context in 
which it exists  is not knowledge at all (Goodwin, 2009, in Kingston, 2012a).  
While acknowledging these challenges, the current study adds support to those researchers advocating 
for finding ways to elicit, capture, and transfer embodied knowledge that has been gained through 
practice or experience (Horlick-Jones et al., 2007; Kingston 2012a, 2012b; Kothari, Bickford, Edwards, 
Dobbins, & Meyer, 2011), based on the great potential this may hold in relation to proposed policies. In 
particular, tacit knowledge might facilitate the adaptation of other more explicit (evidence-based) 
knowledge to be more contextually relevant and applicable. The challenge for policymakers is to balance 
the particular (contextual experiential knowledge) with the abstract (generalised inscribed knowledge) 
in policy development, in a way that allows for the abstract knowledge in policy to be applied locally in 
implementation. As Freeman and Sturdy (2015b, p. 217) argue: 
the problem of understanding the role of knowledge in policy may be reconceived as the 
problem of understanding how the local immediacy of practice is transformed into the 
generalising, standardising, abstracting function of government and policy knowledge, and then 
transformed back again into coordinated practice.  
The focus of this review now turns to exploring the forms in which tacit embodied knowledge might be 
captured to facilitate their transfer.  
92 
While documents such as consultation reports might be a conventional form of inscribed knowledge 
resulting from policy consultations, the discussion above has pointed to some challenges in codifying 
and inscribing particular forms of knowledge inputs. These challenges may in part be mediated through 
the use of boundary objects, a concept that was linked in earlier discussions to knowledge brokering as 
a way of bridging different bodies of knowledge. Boundary objects, also referred to as knowledge 
artefacts, have value as a mechanism for the integration of knowledge (Trompette & Vinck, 2009), as 
well as for its codification and transfer (Abuhimed, Beheshti, Cole, AlGhamdi, & Lamoureux, 2013; 
Rooke, Rooke, Koskela, & Tzortzopoulos, 2009). As such, the utility of boundary objects for policy 
consultation is briefly elaborated on here.  
In simple terms, policy consultation processes are spaces in which a number of perspectives come 
together so that proposals can be deliberated on and mutually agreed-upon recommendations 
formulated. Yeh (2013, pp. 3-
 tensions which might be resolved by the practical 
application of boundary objects. These are artefacts that are malleable enough to adapt to the needs of 
the knowledge communities employing them, but robust enough to maintain a common identity across 
sites (Star & Griesemer, 1989). Boundary objects or knowledge artefacts come in a number of forms, 
including documents, files, classification systems, pictures and diagrams, stories, mind maps, and props 
or objects (Abuhimed et al., 2013). They therefore encompass both tangible (pictures) and intangible 
(stories) forms. Such representational artefacts become boundary objects when they are used between 
groups for the purpose of integrating and co-constructing knowledge (Star, 2010). In policy consultation 
r  
Boundary objects can remove barriers between different knowledge communities that have different 
languages, concerns, forms of interaction, and practices (Emad & Roth, 2009) and, because of their 
interpretive flexibility, they enable cooperation without requiring consensus (Star, 2010; Trompette & 
Vinck, 2009). They function as a shared reference point that is meaningful to different knowledge 
communities (Fominykh, Prasolova-Forland, Divitini, & Petersen, 2016), thereby enabling these 
They are thus a useful mechanism for the integration of knowledges 
between experts and non-experts, maintaining the integrity and character of the knowledges that 
contribute to them, and the autonomy of the social worlds that create them (Trompette & Vinck, 2009). 
This may be particularly useful in bringing together diverse mental health knowledges in policy 
consultation, mediating the risks of professionalising experiential knowledge, or de-professionalising 
expert knowledge in trying to find common ground (Morrison & Dearden, 2013). Boundary objects such 
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as concept maps have also recently been shown to have value in evidence-based policymaking, with 
concept mapping proving a useful mechanism for facilitating knowledge exchange between researchers 
and policymakers in developing country contexts (Langlois et al., 2016).  
Boundary objects also represent mechanisms in which multiple knowledge inputs can be integrated and 
codified, and therefore transferred beyond the consultation space. In this way, boundary objects can be 
Fominykh et al., 2016, p. 87) that are intended to be 
transferred for future use (Paavola & Hakkarainen, 2009). Boundary objects therefore expand on the 
range of available forms of inscribed knowledge that might be employed during policy consultation 
processes. As has been highlighted in previous discussions, experiential knowledge has value for policy 
in terms of how it might illuminate challenges and opportunities in the implementation of policy 
proposals under discussion. By its nature, this knowledge and, it could be argued, the enacted 
knowledge in policy consultation spaces, are likely to provide richer context and detail than is typical of 
policy documents. This, in part, is what makes these forms of knowledge difficult to capture. It also, 
however, points to the importance of finding ways of capturing this knowledge that preserves some of 
the valuable detail it has to offer. Some examples of boundary objects that may facilitate this are 
explored here.  
Stories or narratives are one example of boundary objects that may have utility in policy consultation. In 
the organisational and knowledge-management fields, stories or anecdotes have been identified as a 
mechanism for the elicitation and transfer of tacit experiential knowledge (Classen, 2010; Denning 2004; 
Kalid, 2010; Labov & Waletzky, 1967; Perret, Borges, & Santoro, 2004; Wagner & Sternberg, 1986). In 
the policy consultation arena, narratives have the potential to capture experience in a way that makes 
1999, p. 124). Not only do people convey knowledge through narratives, stories also facilitate the 
retrieval and assimilation of information (Hampton, 2004) and provide a way of making the knowledge 
needed for policy more accessible for policymakers (Shortall, 2013).  
Similarly, Epstein et al. (2012) highlight the need for a way of drawing out the meaning of narrative 
contributions during policy consultation that both values the anecdotal experiences of lay participants 
and provides policymakers with information that can optimise policy outcomes. In particular, Epstein et 
al. (2012) show the value of anecdotes in illuminating the implications of various policy proposals. This is 
09) finding that employing boundary objects, at the point of policy 
formulation through consultation, can ultimately facilitate implementation.  
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opportunit
narratives in public policy consultation, then, may facilitate the identification and reconciliation of 
diverse (and possibly marginalised) views and preferences (Hampton, 2004; Polletta & Lee, 2006). 
Stories or anecdotes therefore offer multiple possibilities for contributing to policy and policymaking 
processes. Not only do they offer a means (as a boundary object) for bridging expert and lay knowledges 
in deliberative spaces (Hampton, 2009; Moore & Stilgoe, 2009), they also provide a mechanism for 
making tacit embodied knowledge explicit in a way that may facilitate the movement of this knowledge 
through policy consultation spaces. This might be a particularly useful way of bridging expert and 
experiential knowledge in the mental health policy consultation space.  
Morrison and Dearden (2013) expanded the use of stories as mechanisms for meaningful participation 
sical form and properties of the emotion 
maps influenced who was able to participate and how their participation was facilitated through the use 
could be shared with people and groups outside of the participatory process. Importantly, Morrison and 
-184) study showed how such representational artefacts can provide: 
an alternative mechanism for facilitating language games that are accessible to broader 
audiences. In contrast to conversations and meetings in which professionals can dominate the 
interaction through their command of language and familiarity with the structure of meeting 
agendas and reports, the emotion map altered the normal turn-taking rules.  
This has important implications for involving mental health care users in policy development. It links the 
use of boundary objects in policy consultation to the ways in which the processes in which these objects 
will be used are designed. It suggests, too, that the use of boundary objects alone is not sufficient to 
ensure meaningful participation. Attention must also be paid to the facilitation of interaction, as well as 
the creation and management of these shared knowledge artefacts (Clark et al., 2015; Paavola & 
Hakkarainen, 2009; Yeh, 2013). Innovative participatory processes, together with the use of boundary 
objects, have the potential not only for enabling meaningful participation, but also for optimising the 
integration and inscription of diverse knowledge inputs.  
The availability of diverse forms of knowledge in policy consultation can be overwhelming in volume as 
well as in content. Even inscribed knowledge can be difficult to gather, process, and make use of in 
policy, and collecting more forms of knowledge increases problems related to volume. It is therefore 
important that processes that facilitate the enactment of knowledge, described above, be combined 
with processes for knowledge collection, storage, and synthesising in policy. This links to earlier 
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discussions on the importance of record keeping in policy consultation, and of adequate systems for 
ensuring systematic transfer of knowledge through such processes.  
This section has highlighted the importance of understanding how different forms of knowledge 
function in policy and policy consultation. It has described some of the complexities associated with 
using more tacit, experiential kinds of knowledge in policymaking and, in particular, the challenges of 
integrating multiple forms of knowledge in policy decisions. The conceptualisation of knowledge as 
embodied, enacted, and inscribed has been presented as a useful way of understanding both where 
knowledge might be held, as well as its potential to transform into other forms. This, in turn, provides 
(enacted) and captured (inscribed) during policy consultation spaces, such that these knowledge inputs 
could be used to inform policy. This links directly into the current study, which explored how knowledge 
inputs at a mental health policy consultation event moved through various points of enactment and 
inscription, with a view to determining how the policy consultation informed policy.   
2.4 Conclusion: Mental health policymaking as a knowledge problem 
The literature review has considered the role of knowledge in policy and policymaking. The focus, in 
particular, has been on the transfer of knowledge in evidence-based and consultative policymaking. 
Knowledge transfer in policy development is a complex, iterative process, contingent on a wide range of 
factors that influence what knowledge inputs get taken up into policy decisions. Part of this concerns 
the perceived legitimacy of different forms of knowledge, with objective evidence-based knowledges 
typically being granted greater credibility than subjective experiential knowledges; this may happen for 
good reason, but has serious problems. Another factor in the uptake of knowledge in policy is how the 
particular form that knowledge takes affects the extent to which it can be elicited and captured. More 
tacit, embodied forms of knowledge pose greater challenges for policymakers in this regard.  
Throughout the literature review, attempts were made to identify and unpack how policymaking 
represents a knowledge problem for policymakers, insofar as it requires them to balance a number of 
tensions thrown up by different sources and forms of knowledge. These tensions are especially apparent 
in the mental health context. In evidence-based policymaking in mental health, decisions about the best 
forms of evidence on which to base policy are by no means unambiguous. The dilemma for policymakers 
was presented as one in which they must reconcile abstract/objective with particular/subjective, global 
with local, and scientific with experiential forms of evidence. By virtue of its contingency on contextually 
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based understandings of health and illness, and its idiosyncratic embodied nature, mental health 
evidence is a particularly complex body of knowledge for policymakers to navigate.  
The democratic imperative for public participation in government decision-making was the departure 
point for the consultative policymaking section. In policy consultation, policymakers must balance 
inclusivity and fairness in decision-making processes with technocratic considerations regarding the 
effectiveness of policy decisions. A number of process- and outcome-related elements contribute to the 
perceived effectiveness of policy consultation initiatives. Some of these were elaborated on in the 
consultative policymaking section. However, what emerged clearly was the importance of showing how 
consultation inputs related to policy decisions, as a way of demonstrating the authenticity of the 
consultation process. This, in turn, highlights the necessity of ensuring that policy consultation inputs 
are captured, and that systematic processes exist for providing feedback to participants regarding how 
their contributions were subsequently used.  
With growing calls to include a greater diversity of stakeholders in mental health policy development, 
policymakers engaged in policy consultation are confronted with an increasingly complex task. The more 
embodied nature of many forms of mental health knowledge requires particular mechanisms for 
eliciting such knowledge, as well as particular means of capturing it in forms that are amenable to 
transfer and use outside of policy consultation spaces. Not only must multiple knowledge inputs be 
integrated during such processes, but there is also a need to move between the particularised forms of 
knowledge embodied in participants and the more abstract forms of knowledge inscribed in policy 
documents. Policy consultation processes offer potential as enacted spaces in which to find ways of 
balancing and moving between these different knowledge forms. In this sense, then, mental health 
policy consultation represents a microcosm of the broader knowledge problem that policymaking poses 
for policymakers. Viewing policy consultation through the lens of embodied, enacted, and inscribed 
knowledge may illuminate ways of responding to this problem. 
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Chapter 3: Methodology 
In accordance with Babbie and Mouton (2001 eneral 
approach to carrying out the research. In this chapter, I describe and justify the methodological 
decisions made and empirical processes undertaken in relation to this study. This includes an account of 
the paradigmatic position and research design, description of the selected case and units of analysis 
included in the data collection, and an explanation of the analytical framework and data analysis 
methods and procedures. The final section describes steps taken to enhance the quality of the study.  
3.1 Study aim and research questions 
The aim of this study was to explore how the mental health policy consultation process undertaken in 
South Africa in 2012 informed policy, by tracing the movement of different forms of knowledge through 
the consultation process. This was applied to a particular case of policy consultation in a particular point 
of time and, as such, in addressing this aim, the study sought to answer three research questions in 
relation to this specific case:  
1. ed knowledges enacted and captured (inscribed) during the 
consultation process? 
2. How did the consultation process enable or constrain the movement of knowledge from 
enacted to inscribed forms?  
3. How did inscribed knowledge outputs from the consultation move through points of abstraction 
to inform policy? 
These questions were developed in an iterative process of engagement and refinement as I moved 
between theory and data (Maxwell, 2013) to understand how the mental health policy consultation 
process had generated outputs that might inform policy. Consistent with case study research, the 
questions were framed as particular to this specific case, rather than in a manner that seeks to imply 
causal explanation and generalisation (Maxwell, 2013).  
3.2 Study approach 
according to assumptions about the nature and knowability of knowledge (Morgan, 2007, p. 52). It is, 
therefore, a philosophy of knowledge in which research methodologies are located. Researchers are 
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called upon to make explicit the philosophical assumptions underpinning their research, as these 
assumptions guide decisions about research design, questions and methods (Maxwell, 2013). Given the 
centrality of conceptualisations of knowledge in the current study, it seems especially prudent to 
provide substantive explanation of my paradigmatic choices that have guided this research. In addition, 
Maxwell (2013) argues that our paradigmatic assumptions are not entirely a matter of free choice. 
Researchers approach their research and the studies they conduct with particular a priori assumptions 
about reality and about the topics they explore. What is important is for researchers to be conscious of 
these choices, and to make this awareness explicit for their readers, in both epistemologically and 
personally reflexive ways (Willig, 2008).  
This, in turn, highlights the importance of researchers describing their positionality in relation to their 
research. I reflect on how my positionality informed paradigmatic and methodological decisions in this 
chapter, and return to this at the end of this thesis. In the final section of this chapter, I describe the 
strategies employed to ensure a reflexive stance throughout this research process. One such strategy 
was adopting a first-person voice in certain parts of this thesis, including in the current chapter. I 
elaborate on my rationale for doing so in the study quality section (section 3.8). 
This study is located within a pragmatist paradigm. A
& Shaw, 2012, p. 87), and the original thinkers all differed in terms of their conceptions of external or 
osely to an existential 
p. 40, in Feilzer, 2009, p. 3). As a paradigmatic orientation in social science 
research, pragmatism draws on a number of elements of this philosophical tradition. Pragmatism rejects 
-down privileging of ontological assumptions in the metaphysical paradigm as simply too 
Furthermore, 
pragmatism not only replaces arguments about the nature of reality as the essential criterion for 
differentiating approaches to research, it also recognizes the value of those different approaches as 
As 
such, Morgan (2007) argues for placing methodology at the centre of research approaches, thereby 
allowing for a more practical connection between epistemological beliefs and the actual design of 
research and its methods. Simply put, then, pragmatism sees truth as practical consequences (DeForge 
& Shaw, 2012).  
Through its emphasis on an intersubjective approach, pragmatism provides a middle ground in the 
dualistic tension between objective quantitative and subjective qualitative methods (Morgan, 2007). In 
particular, it allows for the notion that ther  and that all individuals have 
T
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(2013) approach to qualitative research as bricolage. Although Maxwell asserts that critical realism is a 
valuable paradigmatic approach in this regard, there are many synergies between pragmatism and 
critical realism (DeForge & Shaw, 2012; Kivinen & Piiroinen, 2004) that allow for the same bridging 
across previously disparate quantitative and qualitative approaches; that is, these paradigms combine 
an ontological realism with an epistemological relativism or constructivism (Maxwell, 2013). 
Importantly, pragmatism is concerned with an instrumental view of knowledge (Goldkuhl, 2012), which 
is synonymous with the way in which knowledge has been approached in this study. In addition, 
, in addition to its efficiency (Rescher, 2000, in 
Goldkuhl, 2012), was considered consistent with a central premise of the current study: that is, the 
value of evidence-based knowledge can be enhanced by contextual or experiential knowledge in terms 
of assessing the relevance of evidence-based policies in their real-world implementation. In addition, 
two fundamental aspects of the pragmatist paradigm  moving between objective and subjective 
positions, and between context-dependent and universal knowledges  were considered to be 
particularly relevant for the current study, as it seeks to find ways of integrating different forms of 
knowledge to resolve the tension between, for example, abstract and particular knowledges.  
Together, then, a case study design from a pragmatic perspective resembles the bricolage that Maxwell 
dea of paradigms as logically consistent systems of thought on 
. This echoes what Freeman (2007 in Freeman & Sturdy, 2015a, p. 6) 
refers to as the necessity for epistemological bricolage in policy work, with policymakers needing to 
. The constant interplay between knowledge 
and action that is emphasised in a pragmatic paradigm (Goldkuhl, 2012) is also considered to be 
synergistic with the embodied-enacted-inscribed knowledge framework employed in this study. 
In terms of the fit between research paradigm and research design, Maxwell (2013) allows for the 
possibility of combining different paradigms and traditions, as long as these elements are logically 
compatible with the design of the study. In some ways, this is what pragmatism and a case study 
research design have simultaneously allowed me to do. I will discuss case study research designs in 
more detail in the next section. However, I draw on relevant aspects of this design here to consider how 
a pragmatic paradigm aligns with case study research.  
Although case study research has its origins in qualitative approaches, it has been used by researchers 
from diverse disciplines, with a range of philosophical underpinnings (Harrison, Birks, Franklin, & Mills, 
2017). As such, case study research has been employed by those with positivist or realist orientations as 
much as by those with interpretivist or relativist positions (Harrison et al., 2017). As will be seen in 
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subsequent discussions, the case study methodology employed in this study follows closely the guidance 
offered by Yin (1994) on this subject. Harrison et al. 
study research was informed by his background in the social sciences, which allowed him to apply 
. 
approach bridges the gap between quantitative and qualitative methods. Similarly, the pragmatic 
paradigm has been proposed as an approach that can resolve incompatibilities between realist and 
relativist philosophical orientations. As such, pragmatism has been identified as an approach that has 
relevance for case study research designs (Ihuah & Eaton, 2013).   
From a pragmatic perspective, researchers play a central role in making decisions about what questions 
to ask and how to answer them (Morgan, 2007). The role of the researcher is thus central in both 
pragmatic approaches and case study research. In terms of the way that pragmatists define inquiry, 
process that may involve many cycles between beliefs and actions before there is any sense of 
(Morgan, 2014, p. 1047). This, too, brings the importance of researcher reflexivity to the 
how I approached the current study (Rosiek, 2013, p. 693). It also suggests a more narrative or 
experience-based approach to writing about our research and, as such, recognises the value of the first-
person style of writing that is employed with regard to the methodological decisions and procedures 
undertaken in this study (Rosiek, 2013).  
In addition, a paradigmatic approach emphasises reflection (Hall, 2013). This foregrounds the 
importance of explicating researcher positionality in the inquiry. As such, it is worth outlining here how 
my positionality influenced my decisions about both the paradigm and the research design adopted in 
this study. At the start of this research, I found myself positioned between two paradigmatic positions in 
a seemingly incompatible way. As a philosopher and psychologist, my orientation to and in the world 
was to emphasise the relativity of knowing and knowledge, and the way in which our interpretations 
and experiences construct our realities. As a researcher, however, at the more methodological level, I 
was more comfortable within a positivist approach, being uncomfortable with the unpredictability and 
messiness  
study design felt like the best fit and one that would allow me to bridge my quantitative research 
experiences to date, with the more qualitative methods employed in this study. However, I recognised 
aligned with my philosophical worldview.  
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My 
come to know what we know. In outlining the synergies and divergences between the case study 
approaches adopted by Yin, Stake, and Merriam, Yazan (2015, p. 150) recommends that researchers 
eclectically combine elements (e.g. different research techniques and 
strategies) from ea . As such, I have attempted to 
 approach of Merriam, informed by the rigour of Yin and 
enriched by the creative interpretation described by Stake" (Brown, 2008, p. 9). In the next section, I 
describe in more detail the case study research design employed in this study.  
3.3 Study design  
This research involved questions about how knowledge moved through a contemporary policy 
consultation event in its real-life context, which required or allowed no intervention or control from me, 
as the researcher. These conditions were considered well suited to a case study design (Yin, 1994).  
A case study methodology was selected to ensure methodological coherence between the research 
our research question should always 
methodologies might be reviewed and considered in the initial phases of a study, the research question 
and objectives to a large extent determine what kind of design or more or less appropriate to answering 
the research questions. The choice to focus on the mental health policy consultation process and more 
specifically on a particular consultation event (summit) at a particular point in time almost at the outset 
necessitated a case study design, which allows for a focus on a particular unit of analysis  
(Willig, 2008, p, 74). 
The data associated with this particular case was considered too voluminous to explore more than one 
(consultation) process in an alternative (e.g. experimental) form of design. In addition, the retrospective 
nature of much of the data (with the exception of the interviews) precluded certain kinds of research 
designs (such as ethnographic methodologies), while the intention to apply the embodied-enacted-
inscribed analytical framework to a policy consultation process excluded the possibility of choosing a 
grounded theory methodology. It is nonetheless acknowledged that qualitative research typically 
evolves in an iterative process as data is collected and analysed. The evolution of this study from its 
original starting point is outlined on pages 113-115 below. The or
(2009) methodology 
health was constructed through the uptake of evidence from the consultation process into policy. This 
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had to be rethought when the comparative analysis of the draft and final policy documents revealed 
very few changes following the consultation process. This necessitated rethinking the research question 
and objectives which, in turn, required consideration of alternative research designs and analytical 
approaches. The focus shifted to an exploration of the consultation process itself, for which a case study 
methodology was considered most appropriate.  
The choice of a case study design, in turn, influenced decisions about the methods of inquiry  indeed, 
narrative of events relevant to the case, highlight specific events that are relevant to the case, and blend 
& Morrison, 2010, p. 253). Some of the distinguishing features of case studies include a narrow but 
detailed focus on a single case, and using multiple sources of both objective and subjective data to 
provide an in-depth understanding of the phenomenon (Babbie & Mouton, 2001; Denscombe, 1998; 
Dyer, 1995; Robson, 2002). This idiographic particularist focus also makes case studies amenable to 
qualitative research (Willig, 2008). These characteristics were considered important elements for the 
current study. Case studies have also been identified as valuable approaches in health policy research 
(Walt et al., 2008).  
There are a number of different types of case studies and these design choices inform further decisions 
about approaches to data collection and analysis. The mental health consultation summits, while 
specific to the South African context over a particular period of time, were nonetheless considered to be 
an instrumental case study design (Creswell, 2014). However, the aim was not to provide a holistic 
account of a policy consultation process in its entirety, but rather to focus on embedded units within 
this case  in particular, on knowledge movement and utilisation through the consultation process. In 
embedded case studies, repeated observations are made across numerous (embedded) data points 
sociated with this approach, 
however, such as failing to move from the single embedded units to the larger case, and the inability of 
 
In order to provide a better understanding of, or new insights into, this phenomenon of knowledge use 
and transfer in policy consultation, a descriptive, rather than an explanatory, case study approach was 
selected (Willig, 2008). The case is therefore perceived to have 
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provide as accurate and detailed an account of the case as possible, providing sufficient evidence in 
support of her interpretations (Willig, 2008). In pragmatic case study research, such as that conducted 
here, well-defined research questions guide the data collection and analysis, while the use of a single 
ories to real-  
that identify key areas of interest which function as (tentative and flexible) hypotheses [which] are 
theoretical propositions about knowledge can guide data collection and analysis (Yin, 1994). The use of 
such propositions is not considered incompatible with qualitative research (Maxwell, 2013; Miles & 
Huberman, 1994); in fact, they may be valuable in explaining what Miles and Huberman (1984, p. 132, in 
 the actual events and processes that led to specific 
outcomes. In addition to reflecting key theoretical issues, these propositions can both help to answer 
the research questions and to draw boundaries around the case, informing the researcher where to look 
for relevant evidence (Yin, 1994). They also make it possible to move towards analytical  as opposed to 
statistical  generalisation (Yin, 1994), thereby countering one of the main criticisms of case study 
design, its limited generalisability. Additional measures to enhance study quality in case study research 
are discussed in section 3.8.  
3.4 Context and case selection  
3.4.1 Overall policy consultation process  
According to Maxwell (2013), the notion of sampling in qualitative research is problematic, as it implies 
representativeness. A purposeful sampling strategy was more appropriate for a case study design in 
that [was] relevant to [my] The phenomenon of 
interest to me  the object of study  was policy consultation, and specifically the way in which 
knowledge is used and moved through a policy consultation process towards informing policy. As will be 
discussed below, the aim of this study was initially to conduct an in-depth analysis of the content of 
-2020. In particular, I was 
interested in how the framing of mental health issues during consultation discussions had informed the 
changes that were made to this policy as a result of these discussions, and whether particular kinds of 
evidence  seemed to be privileged over others in the final policy document. I had planned to use 
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analytical framework to conduct a discursive 
analysis of the policy document, and of summit output documents in relation to this policy.  
However, preliminary analysis revealed that few substantive changes had been made to the policy 
following the consultation, which shifted the focus of this study to the consultation process itself  
specifically, the 2012 provincial and national mental health summits. As such, a particular slice of the 
policy consultation process that took place as part of the development of the mental health policy in 
South Africa was chosen as the concrete manifestation  the case  for this study. I believed that this 
case would help me better understand the object of the study (Hamel, 1993), being consistent with the 
instrumental case study design outlined above. This section briefly describes the broader context of the 
case before detailing and delimiting the case itself. 
extensive policy consultation process during which mental health consultation summits were conducted 
early in 2012 in eight of the nine provinces: Eastern Cape, Free State, Gauteng, KwaZulu-Natal, Limpopo, 
Mpumalanga, North West, and the Western Cape. This culminated in a national mental health summit in 
April 2012, which brought together representatives from research and academic institutions, non-
governmental organisations, the World Health Organization (WHO), professional associations, mental 
health care user groups, mental health care professionals, and national and provincial government 
departments to provide input on the draft policy (Department of Health, 2013). Following the national 
mental health summit, a task team was constituted to finalise the policy, which included developing a 
strategic plan that identified priorities for implementation. The Mental Health Policy Framework and 
Strategic Plan 2013-2020 was promulgated in October 2013.  
The drafting of the policy prior to the consultation summits in 2012 took place over a number of years, 
starting in 2006. The draft policy built on the 1997 White Paper for the transformation of the health 
system in South Africa and was based on extensive research findings that informed the content of the 
policy (Department of Health, 2013). This draft policy document was available for input at the provincial 
and national mental health consultation summits. These summits, driven by the national Department of 
Health (DoH), represented the official consultation process around this draft policy (Department of 
Health, 2013). More than 4000 stakeholders participated in these summits (Department of Health, 
2013). 
Time boundaries are important in defining the beginning of a case (Yin, 1994). In this case, the broader 
time period studied took the provincial consultation summits (starting in February 2012) as the start 
point and the promulgation of the final policy document in October 2013 as the end point. This was 
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considered to be the substantive component of consultation on this policy. It allowed for the inclusion 
of the draft policy document which was available during the consultation summits, as well as the final 
policy document that was adopted. However, the specific events that were investigated in detail are 
more narrowly delineated  from the end of the provincial consultation summits (with the requisite 
outputs of these summits) to the end of the national consultation summit in April 2012. An in-depth 
exploration of the two-day national consultation summit forms the most substantive component of this 
case. The components of this summit are briefly outlined here to contextualise the sources of data 
chosen for investigation. 
The national consultation summit was held in Gauteng on 12 and 13 April, 2012. The programme 
included a number of formal speeches and presentations, as well as group discussions and feedback 
sessions. Ten topics were identified for discussion in ten breakaway group sessions, which participants 
self-selected into, and each group made recommendations that were fed back during a plenary session 
and in a closed-door meeting on Day 2 of the summit. Two documents were available for discussion 
together with recommendations put forward at the summit, would form the official output of the 
national summit: The Ekurhuleni Summit Declaration. This was subsequently used in the finalisation of 
the policy document (Department of Health, 2013).  
A visual map of the summit policy consultation process is presented in Figure 3.1. The map shows the 
chronology of the policy consultation and depicts the intersection between events, or processes, and 
their outputs. It is important to note that this map is based on information that could be gathered, 
either publicly or in the course of this study, about the policy consultation process. The complexity of 
the process  such as decisions about timing, programming, and inclusion of stakeholders  is not 
captured here, nor is the interaction of the policy consultation process with the broader development 
process. The following paragraphs provide a detailed narrative explaining the map.  
The circular/oval shapes in the map represent events or processes that occurred during this consultation 
process. Rectangular shapes represent outputs from these processes. For the purposes of this study, the 
events or processes are seen as spaces for embodied and enacted knowledge. The output documents 
are seen as inscribed knowledge. In some cases, these outputs were moved or transferred, either into 
more summarised documents, or into other events. The solid arrow lines show this chronological 
movement. Colours are used to group together events and the outputs they generated, that occurred as 
part of the same process; for example, all the events that happened during the provincial summit 
consultations are coded purple, while those that occurred during the national summit are coded blue.   
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On either side of this consultation process are the draft and final mental health policies. The starting 
point was the drafting of this policy. Then, consultation summits were held in eight of the nine 
provinces. At these provincial summits, there were plenary presentations and group discussion sessions. 
The group recommendations were an output of these group discussions, which were subsequently 
summarised in some way in provincial summit reports. As will be discussed below, these reports varied 
both in form and in accessibility. It is also not clear how these provincial reports were transferred to the 
national consultation summit for further consideration there. However, there was a provincial feedback 
session at the national summit, where only three provinces fed back their recommendations. For 
provinces that did not provide feedback during the plenary session at the national summit, it is not clear 
whether or how any results of provincial-level consultations were fed back into the national process. 
The national summit comprised a number of events. In addition to the provincial feedback session and 
plenary presentations, there were also breakaway group sessions, in which there were formal 
presentations and group discussions. Group recommendations were generated at these discussions, 
which were orally fed back at a plenary session. These recommendations were also taken into a closed-
door meeting, where they were summarised in summit recommendations. There is no publicly 
accessible record of this closed-door meeting, where the group recommendations output was 
summarised in some way to provide the final summit declaration and recommendations output. This 












































Following the national summit, a task team was formed to finalise the policy and identify 
implementation priorities. It is assumed that this task team had access to (and used) at least the final 
summit declaration, and possibly also the group recommendations from the national summit and the 
provincial summit reports. However, with no record of this finalisation process, it is not possible to know 
if this was the case. The final policy that was adopted in October 2013 included two new appendices: a 
Strategic Plan (also referred to in thesis as the implementation plan) and a Terms of Reference 
document. Some of these outputs were included as data in this case study. The map also shows what 
; this includes information regarding whether and how provincial 
reports were used at the national summit or by the task team, as well as records of what happened at 
the summit closed door meeting or during the task team finalisation process.  
This section has provided the context of the case study, as well as depicted the processes and outputs 
that comprised the consultation process. The specific data that were included from this process are 
described in section 3.5 below. However, because of the substantive focus on the national consultation 
summit event in this study, a more detailed description of the structure of this summit is briefly 
described here, before moving on to the data collection procedures.  
3.4.2 National consultation summit process  
The national mental health summit took place over 16 hours  nine hours on Day 1 and seven hours on 
Day 2  and was structured around a number of components, as can be seen in Table 3.1. The 
programme included a number of protocol-driven and ceremonial aspects, such as the summit opening 
and delegate welcoming by departmental officials, keynote address by the Minister of Health, messages 
of support from key stakeholder groups, and entertainment. On Day 1, there was a round-table 
discussion on intersectoral issues in mental health, which included representatives from the High Court 
of South Africa, the Department of Education, Department of Social Development, the Ministry of 
Women, Children and Persons with Disabilities, and the Department of Correctional Services. This was 
followed by a number of plenary presentations which highlighted both the burden of mental disorders 
and the importance of mental health. Within this session, time was allocated for representatives from 
the nine provinces to report back on the recommendations from the provincial summits. As noted 
above, however, only three provinces (Gauteng, Eastern Cape, and Limpopo) gave feedback in this 
session. At the end of Day 1, the ten breakaway groups convened for a one-hour session. These groups 
would be discussing various aspects of mental health in relation to the draft policy, consistent with the 
themes discussed at the provincial mental health summits. 
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On the second day of the national summit, the ten breakaway groups met for three and a half hours to 
discuss the draft policy document and a draft declaration that would be the output of the summit. This 
was followed by a 40-minute plenary presentation on Healing the nation, after which the rapporteurs 
from each group presented their group recommendations back to the plenary. After the lunch break, 
the final summit declaration was read out to the plenary by a mental health care user, at which time 
summit participants officially adopted this summit resolution. Presumably, the relevant group 
recommendations had been added to the document at this point.  
From comments made during the group discussion sessions, it seems as though group Chairs and 
rapporteurs went into a closed-door meeting with the organisers from the Department of Health, during 
which they may have presented their group recommendations so that these could be worked into the 
summit declaration prior to it being presented back to the plenary. The recommendations that were 
read out from the summit declaration remained unchanged in the final document that was included as 
an appendix to the mental heal
.  
Just under half (44%) of the two-day summit was taken up by ceremonial and procedural aspects (e.g. 
lunch breaks, opening, and closing ceremonies). Twenty-two percent of the programme was dedicated 
to plenary presentations, not including the presentations given in each of the ten breakaway group 
sessions. A quarter of the summit (25%) was allocated for breakaway group discussion; some of this 
time was spent on group introductions and presentations. Less than a tenth of the programme (9%) was 
dedicated to feedback of recommendations  from provinces and from the ten breakaway groups  to 
the plenary. Just before the first group breakaway session, the organiser of the summit instructed 
something strategic, a pl .  
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Table 3.1: National mental health summit programme
Time Session type Title 
Day 1 
10:00  12:00 Opening 
ceremony 
Opening remarks (Director General: Health) 
Welcome of delegates (Gauteng MEC for Health) 
Introductory remarks (Deputy Minister of Health) 
Keynote address (Minister of Health) 
Entertainment:  
Little Eden Residential Care Centre 
National Department of Health Choir 
Messages of support:  
South African Society of Psychiatrists 
South African Federation for Mental Health 
Psychology Society of South Africa 
Democratic Nurses Association of South Africa 
World Health Organization Local Office 
Mental health care user 
12:00  13:00 Round table 
session 
Intersectoral issues on mental health 
High Court judge 
Deputy Minister of Higher Education 
Department of Social Development 
Deputy Minister of Women, Children and Persons with Disabilities 
Department of Correctional Services 
13:00  14:00 Lunch 
14:00  16:00 Plenary 
presentations 
Presentation of resolutions from the provincial mental health 
summits 
The epidemiology of mental disorders in South Africa 
No health without mental health 
Situational analysis and findings on mental health services in South 
Africa 
Community concerns on substance abuse and the related health 
and socio-economic consequences  
Announcement of the formal breakaway sessions 
16:00  16:15 Tea 
16:15  17:15 Breakaway sessions: Ten breakaway groups 
Day 2 
08:00  10:00 Breakaway sessions: Ten breakaway groups 
10:00  10:15 Tea 
10:15  11:30 Breakaway sessions: Ten breakaway groups 
11:30  12:10 Plenary Healing the nation 
12:10  13:00  Policy proposals from the ten breakaway groups (group rapporteurs) 
13:00  14:00 Lunch 
14:00  14:30 Reading and adoption of draft resolution (by mental health care user) 
14:30  15:00 Closing 
ceremony 
Address by Deputy Minister of Health 
Following the national mental health summit, the summit declaration was issued and published, which 
contained recommendations from the national summit (The Ekurhuleni Declaration on Mental Health, 
2012). Eleven recommendations from the national mental health summit were included at the end of 
the summit declaration. In addition, the presenters in each group published papers based on their 
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presentations in November 2012 in the African Journal of Psychiatry. Following the consultation 
summits, a task team was formed to finalise the policy, which was officially promulgated in October 
2013. The Department of Health (DoH) planned a provincial road show in 2014 to engage with each 
province around the policy and their role in developing provincial plans to implement the policy.  
3.5 Data collection 
A case study, according to Yin (1994), involves three essential data collection principles:  
i) Using multiple, not just single, sources of evidence,  
ii) Creating a case study database,   
iii) Maintaining a chain of evidence.   
Each of these is addressed in this section.  
3.5.1 Data sources   
The data for this case were selected from a number of sources relating to the policy consultation. These 
sources of data included documents, audio recordings, and interviews. Each of the data units 
represented an input or output of the provincial and national mental health summits, and were 
purposefully selected (Maxwell, 2013) to enable me to answer the research questions. Multiple sources 
include as many sources as possible. The sources included in this study were seen as complementary, in 
the sense that the strengths of one could balance the weaknesses of another. While documents are 
central to case studies, they should also be used to corroborate data from other sources (Yin, 1994). A 
preliminary document analysis of the draft and final mental health policy documents served as the point 
of departure for this study, and informed the decision to select the mental health policy consultation 
summits as the case for this study. Interviews were then used as a way into the case (consultation 
process), and documents, audio recordings and transcripts of summit processes were used to explore in 
greater detail issues thrown up by the interview data.  
Interview data are valuable as a source of targeted insight into the case study, and allow for possible or 
perceived causal inferences to be identified (Yin, 1994). In both the case of documents and of interview 
data, however, inferences must be made cautiously, and throughout this analysis, I try to maintain an 
interrogative stance, exploring possible alternative explanations for what I was observing in the findings. 
the summit group discussions, I was aware that they could not capture the explicit and implicit 
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interpersonal dynamics influencing these discussions, while limited audibility also restricted my access 
to what was said and consequent responses. Table 3.2 shows the data selected for this case study, as 
well as the relation of each of these to the policy consultation.  
Table 3.2: Data sources selected from within case  
Data source Data Relation to case context 
 
Documents 
Provincial summit reports (where 
available) 
Outputs of the provincial consultation 
summits 
Draft pre-summit policy Draft policy document under review at 
consultation summits 
National mental health summit 
programme 
Programme of events at the national mental 
health summit 
Draft summit declaration 
 
Draft summit declaration under review at 
national consultation summit 
Final policy document Official mental health policy (including 
appendices) finalised post-summit and 







Transcripts of audio recording of 
provincial summit recommendations 
feedback at national summit 
Feedback of provincial summit 
recommendations at the national summit by 
provincial representatives  
Transcripts of ten breakaway group 
presentations and discussions 
Formal presentations and discussions that 
took place in each of the ten breakaway 
groups at the national summit 
Transcripts of group 
recommendations presented at 
plenary  
Feedback of breakaway group 
recommendations at plenary of national 
summit by group rapporteurs 
Transcripts of reading out of final 
summit declaration  
Adoption of finalised summit declaration, to 
be the formal output of the national summit  
 
Interviews 
Interview transcripts Retrospective process evaluation of 
consultation process with seven key 
informant participants  
3.5.2 Creating a case study database  
A large amount of data relating to multiple sources and elements within the consultation process was 
collected. This necessitated careful record keeping in order to manage and work with the data. The 
collected data and various forms of its analysis were stored in an indexed computerised folder system 
within Windows documents library (see Table 3.3). The creation of such a case study database also 
contributes to the reliability of the study (Yin, 1994).  
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Table 3.3: Case study database
Index of data folders Main folders of data 
 
Sub-folders of data 
Analysis plans and 
overviews 
  
Analysis tables   
Infographics    
Interviews   




Department of Health 
correspondence 
 
National mental health 
summit documents  
 
National summit audio 
files and transcripts 
Group 1: Prevention and promotion 
Group 2: Research, monitoring and evaluation 
Group 3: Mental health systems 
Group 4: Infrastructure and human resources  
Group 5: Mental health and other conditions 
Group 6: Mental Health Care Act 
Group 7: Child and adolescent mental health 
Group 8: Culture and mental health 
Group 9: Suicide prevention 









Maintaining a chain of evidence can also assist in increasing reliability (Yin, 1994). After describing the 
preliminary analysis of the draft and final mental health policy documents, I provide detail regarding the 
data collection and management process for the interviews with key informants. I then describe how I 
collected the documents and audio recordings relating to the policy consultation summits, and describe 
how these were prepared for analysis.  
3.5.3 Collecting the data: Maintaining a chain of evidence 
Within qualitative research, data collection and analysis are iterative processes; the analysis often 
begins before the collection of data is complete. Initially, I had intended to document the changes that 
had been made to the mental health policy following the consultation, and to explore whether 
particular ways of framing mental health seemed to be prioritised over others in these changes. This 
required a comparative analysis of the draft and final policy documents. The study received ethical 
approval (see section 3.6 below) in January 2013. Early in 2013, the draft policy document that was in 
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circulation at the time of the provincial and national consultation summits early in 2012 was obtained 
from my (original) primary supervisor, who had been involved in the KwaZulu-Natal summit and the 
national summit. The final Mental Health Policy Framework and Strategic Plan 2013-2020 (hereafter 
referred to as final policy) was also downloaded at this time from the national Department of Health 
website.  
It is necessary to briefly mention here what emerged from a preliminary comparative analysis of the 
draft and final policy documents in order to explain methodological decisions that followed from this 
finding. A detailed discussion of these findings is presented in the findings chapter (section 4.2). The 
comparative analysis of these two policy documents revealed that very few substantive changes had 
been made to the mental health policy following the consultation. This analysis thus shifted the focus of 
the study from the content of the policy document, to the consultation process itself, as a means of 
understanding why this lack of change might have occurred. The preliminary comparative analysis of the 
policy documents, then, served as a point of departure into the case study of the consultation summits, 
and informed subsequent decisions regarding case selection and data to be included. The change in 
direction required me to consider ways of presenting the data and analysis that could include the 
background to this point of departure, as well as provide a logical structure to the subsequent analysis. I 
found it helpful to conceive of this research as proceeding through three levels of reflective knowledge 
construction (Kreber & Cranton, 2000; Mezirow, 1991):  
1. Content reflection: describing WHAT happened, 
2. Process reflection: exploring HOW it happened, and  
3. Premise reflection: understanding WHY it happened. 
The case description above, together with the preliminary comparative policy analysis presented as the 
first findings section (4.2) of Chapter 4, are seen as a content reflection on WHAT happened. This 
enabled me to move to the level of process reflection: using the analysis of the policy consultation 
process to explore HOW this may have happened. The analysis and subsequent sections of the findings 
chapter thus represent this level of knowledge construction. The interpretation of the findings 
presented in the discussion chapter (Chapter 5) allowed me to reflect on WHY this happened. This 
structure also made intuitive sense to me in that it mirrored the process of moving from a more 
concrete descriptive level of knowledge, to a more abstract conceptual level.   
Preliminary data collection: Policy documents 
As mentioned above, the final policy document (Mental Health Policy Framework and Strategic Plan 
2013-2020) was downloaded from the Department of Health website at the start of this study in 2013. 
The draft policy document that had been available for review at the provincial and national mental 
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health summits in April 2012 was obtained from one of the participants of these summits (my original 
primary supervisor). The comparative analysis of these two documents served as the point of departure 
for this study, and informed decisions about subsequent data collection. 
Data collection: Interviews  
Between November and December 2013, semi-structured interviews were conducted with key 
informants who had been involved in the national mental health summit; this was done in order to 
develop converging lines of inquiry (Yin, 1994) regarding observations and findings that subsequently 
emerged from analysis of the consultation summit documents and transcripts (described below). 
Interviews  [as] well-informed 
respondents can provide important insights into a situation. They can also provide shortcuts to the prior 
-85). The interviews allowed for a retrospective process 
evaluation of the consultation process, and the national consultation summit in particular, and were 
conducted for the purpose of supplementing other findings around what happened and how it 
happened. 
Using qualitative data such as interviews as a form of process evaluation can tell the story of the process 
by capturing and communicating the stories of the participants (Patton, 2003). This was also considered 
findings that are useful  Although data collected through process-evaluation 
interviews, and the analysis thereof, are not very different from conventional qualitative interview 
research, the purpose for which these interviews are conducted differs if a process-evaluation lens is 
employed (Maxwell, 2012). This is because process-evaluation interview data is considered to be 
(Maxwell, 2012, p. 103). In this sense, then, the unit of analysis is not the individual per se, but the 
o, 2016, 
p. 350). This also requires that data collected through interviews  and the inferences they suggest  
should be tested against additional data sources (Manzano, 2016), as was the case in this study. The 
interviews provided an additional source of evidence on various aspects of the consultation and allowed 
for triangulation of data towards increasing the validity of case study findings.   
Interview participants 
A generative, purposive sampling strategy was used to identify individuals who had played a substantive 
role in the national mental health summit. Purposive sampling  or what Maxwell (2013, p. 97) calls 
 allows for flexible selection of participants on the basis of relevance to the 
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research question (Silverman & Marvasti, 2008). It is considered appropriate to case study design as it
deliberately selects participants who are in a position to describe and elaborate on the events under 
investigation (Maxwell 2013; Yin, 1994). Snowball sampling was employed to identify each additional 
participant, with an emphasis on including perspectives from as many of the ten breakaway group 
sessions as possible in order to illuminate group process. An estimated sample size of between six and 
ten participants was anticipated.  
Where possible, participants were identified who had participated in at least one provincial consultation 
summit as well as the national consultation summit  preferably from a cross-section of different 
provinces  in order to explore perspectives on the overall consultation process and follow-through of 
inputs and outputs. In many cases, participants had also been involved in some way in the development 
of the policy, historically or currently. It was also considered important to include the perspectives of 
representatives from the national DoH, in particular the organisers of the summit, who were closely 
involved in the drafting and finalising of the mental health policy document.  
The national mental health summit programme was used to identify an initial list of potential 
participants. Contact was made telephonically or via e-mail in November 2013 to provide these 
individuals with information regarding the study and explore their willingness to participate. Those who 
agreed to participate were provided with additional details and sent information and consent sheets 
(Appendix 1) to review prior to the interview date. The information and consent sheets were discussed 
at the time of the interview; interviews proceeded only after participants had provided written 
documentation of consent. Further detail regarding participant autonomy and confidentiality is provided 
in the ethical considerations section (section 3.6) below.  
A total of thirteen participants were invited to participate in the study; seven agreed to be interviewed. 
Three individuals declined to participate. No response was received from the remaining three 
individuals. A number of attempts were made to request participation of the conveners of the summit 
(DoH officials) but no responses were forthcoming. All but one of the participants who were interviewed 
were female. The participants were based in four of the nine provinces, and comprised 
researchers/academics, mental health care professionals, and mental health care user 
representatives/advocates. The lack of representation from the DoH, as well as from all provinces, are 
acknowledged as limitations.  
Interviews took place in November and December 2013. All interviews were conducted in English, either 
telephonically or face to face. Each interview lasted between one and two hours and was audio 
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same literal transcription system as detailed for the summit proceedings above, and transcripts were 
uploaded into NVivo 10 for coding and analysis. All transcripts were de-identified, and participants were 
assigned pseudonyms for the purposes of analysis and reporting of findings. A list of interview 
participants is shown in Table 3.4 below. Descriptive details were kept intentionally broad to minimise 
the possibility of identification.  
Table 3.4: Interview participants  
Pseudonym Gender Location Role 
Bryanna Female Gauteng Service-user/representative 
Chantal Female Gauteng Service-user/representative 
Charles Male Western Cape Academic/researcher 
Ingrid Female KwaZulu-Natal Academic/researcher 
Sameera Female KwaZulu-Natal Mental health care practitioner  
Sarah Female Western Cape Mental health care practitioner  
Zama Female Eastern Cape  Mental health care practitioner  
Questions included on the interview schedule (see Appendix 2) were around two major themes: the 
process of policy development and consultation, and the content of the policy itself. The open-ended 
interview questions were informed by a thorough reading of the literature regarding mental health 
As one of the original aims of this study had been to explore how mental health is problematised 
(Bacchi, 2009), and how this might influence how mental health interventions are targeted within policy, 
challenges in the South African context, in addition to those about the policy consultation process. 
However, since the focus of the study subsequently shifted to the consultation process itself, interview 
responses regarding mental health issues in South Africa were not included in the final analysis.  
Data collection: Consultation summit documents 
As described earlier, the draft mental health policy that was discussed at the consultation summits and 
the final Mental Health Policy Framework and Strategic Plan 2013-2020 were obtained and included in a 
preliminary analysis phase. In addition to these two documents, the final output from the national 
mental health summit  the Ekurhuleni Declaration on Mental Health April 2012 (hereafter referred to 
as the summit declaration)  had been published in the open access African Journal of Psychiatry in 
November 2012, and was accessed as data for this study. 
In May 2013, requests were sent to the provincial (Eastern Cape, Free State, Gauteng, KwaZulu-Natal, 
Limpopo, Mpumalanga, North West Province, Northern Cape, and Western Cape) and national 
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departments of health for the records of the consultation summits. These letters were sent to the MECs 
of each of the respective departments of health via the postal service, as well as via email where such 
details could be obtained. The letters were sent via the Department of Psychiatry at the University of 
KwaZulu-
may facilitate responses.  
A detailed discussion of this process of obtaining records regarding the consultation summits was 
subsequently written up and published in the African Journal of Public Affairs (Marais et al., 2017) and is 
included as Appendix 3. I made the decision to document this after our requests for summit reports 
elicited such varied and noteworthy responses from the different departments of health, which pointed 
to inconsistencies in both the recording and availability (and transparency) of information about the 
mental health policy consultation process in South Africa. This paper represents a case study within the 
larger case study of the use and movement of knowledge through a particular policy consultation 
process. It provides key insights into the broader process of information (knowledge) management 
forwards and backwards through the 2012 consultation process, and how this might obstruct the 
principles of public participation if not managed systematically. It also supplements the analysis of the 
links between provincial and national consultation processes.   
In summary, four provinces that had held consultation summits sent their summit reports: Free State, 
KwaZulu-Natal, North West, and Western Cape. Another three provinces (Eastern Cape, Gauteng, and 
Limpopo) acknowledged receipt of the request, but never sent summit reports. No response was 
received from the remaining two provinces (Mpumalanga and Northern Cape). From discussions at the 
national summit, it seems as though the Northern Cape did not hold a provincial summit, which could 
explain their lack of response. As detailed in Appendix 3, the format of these reports varied 
substantially. As mentioned in the case description above, a half-hour session was allocated at the 
national summit for feedback from the provincial summits. Only three provinces presented feedback in 
this session: Gauteng, Limpopo, and Mpumalanga. As a result of the access provided by the national 
DoH to the audio recordings of the whole national summit (described below), I could document 
recommendations from these three provinces, despite not having access to their official reports. I thus 
could include provincial recommendations from seven of the nine provinces in the data set. 
In response to our request for summit records and following some additional correspondence, the 
national DoH sent the national mental health summit programme and offered to send all documents 
and recordings of the two-day national summit. Arrangements were made for a flash drive to be sent to 
Pretoria in July 2013, onto which the DoH contact saved all these records from the national summit. This 
included PowerPoint presentations from most of the formal presentations given in both the plenary 
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sessions and the ten breakaway group sessions. These presentations had also been published as papers 
in the same issue of the African Journal of Psychiatry (November 2012) in which the summit declaration 
had been published. Each of the relevant articles was downloaded and saved. 
However, the aim of this study was to trace how knowledge moved from group discussions to 
recommendations, through to the final policy document. As such, the PowerPoint presentations and the 
published versions of the presentations were considered less relevant and were not included in the final 
analysis. These are thus not listed in detail here. All of the documents discussed above were saved in the 
case study database, and uploaded into NVivo for analysis. The management of the audio recordings 
from the national summit is discussed in more detail below, as a number of critical data pieces were 
obtained from these recordings.  
Data collection: Summit audio recordings 
All of the proceedings from the national summit were audio recorded. The national DoH also transferred 
all the audio recordings from the entire two-day summit onto the flash drive sent to them for this 
purpose. These audio recordings were subsequently transcribed using simple transcription in order to 
and quickly attainable transcription rules which considerably  speech and set the focus on 
, in Dresing, Pehl, & Schmieder, 2015, p. 27). Only selected 
transcripts were considered relevant for the purposes of this study and were included as data. As the 
focus of this study was on how knowledge contributions made by participants in consultation 
discussions regarding the draft mental health policy moved through the consultation process, the 
transcripts of the ceremonies and formal presentations made during the plenary sessions were not 
included in the analysis. The included and excluded transcripts are shown in Table 3.5 below. 
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Table 3.5: Transcripts from the national consultation summit that were included as data
Transcript Included as data 
Day 1 
Opening remarks (Director General: Health) No 
Welcome of delegates (Gauteng MEC for Health) No 
Introductory remarks (Deputy Minister of Health) No 
Keynote address (Minister of Health) No 
Entertainment  No 
Messages of support No 
Round-table: Intersectoral issues on mental health No 
Feedback of resolutions from the provincial mental health summits Yes 
Plenary presentation: The epidemiology of mental disorders in South Africa No 
Plenary Presentation: No health without mental health No 
Plenary presentation: Situational analysis and findings on mental health 
services in South Africa 
No 
Plenary presentation: Community concerns on substance abuse and the 
related health and socio-economic consequences  
No 
Announcement of the formal breakaway sessions Yes 
Ten breakaway group sessions (1-2 hours) Yes 
Day 2 
Ten breakaway group sessions (3.5 hours) Yes 
Presentation: Healing the nation No 
Feedback of recommendations from breakaway groups Yes 
Reading and adopting of the summit resolution No 
Closing ceremony: Address by Deputy Minister of Health No 
Consistent with the aim of this study, to explore how knowledge inputs made by participants during a 
consultation process move through the process to inform policy, the primary focus of analysis from the 
proceedings of the national summit was on the transcripts from the breakaway group sessions. Each of 
the ten groups had two formal presentations, followed by discussions during which they were instructed 
to formulate recommendations to be presented back at the plenary session on Day 2 of the summit. No 
audio recordings were available for some of the group sessions on Day 1. This may have been because 
these sessions were not audio recorded, or because the recordings could not be retrieved by the 
national DoH to be sent upon request. The detail of the group transcripts that were included in the 
analysis is provided in Table 3.6.  
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Table 3.6: Transcripts of breakaway group sessions that were included as data  
Breakaway group at national summit Transcript from 
Day 1 audio 
Transcript from 
Day 2 audio 
Group 1: Mental health promotion and prevention of mental 
disorders 
No (no audio 
available)  
Yes  
Group 2: Mental health research and innovation, and 
surveillance  
Yes Yes 
Group 3: Mental health systems Yes Yes 
Group 4: Mental health infrastructure and human resources No (no audio 
available) 
Yes 
Group 5: Mental health and other conditions  No (no audio 
available) 
Yes 
Group 6: Mental Health Care Act of 2002  lessons learned 
from implementation 
No (no audio 
available) 
Yes 
Group 7: Child and adolescent mental health Yes Yes 
Group 8: Culture, faith-based practices and indigenous mental 
health practices 
Yes Yes 
Group 9: Suicide prevention Yes Yes 
Group 10: Advocacy, social mobilisation, user and community 
participation 
Yes Yes 
3.6 Ethical considerations  
This study was approved by the Biomedical Research Ethics Committee (BREC) at the University of 
KwaZulu-Natal (ref: BE276/12) in January 2013, with subsequent annual renewals. As discussed above, 
the preliminary comparative analysis of the draft and final mental health policies conducted in 2013 
revealed few substantive changes to the policy, which changed the aim and focus of the study. This was 
submitted as an amendment application to BREC in November 2013 and was subsequently approved. 
Data collection was completed at the end of 2013. Annual recertification applications to BREC in 2014, 
2015 and 2016 documented smaller changes in the analytical focus of the study as data analysis 
progressed. An application for amendment of the study title was submitted to BREC in July 2017 and 
was approved.  
Ethical considerations: Interviews 
This study was considered to be of relatively low risk: no direct risks or potentially harmful 
consequences of participation in this study were anticipated, and no participants from vulnerable 
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groups were recruited. Recruitment of participants was done on an entirely voluntary basis and, during 
the informed consent process, participants were informed of their freedom to choose not to participate 
and their right to withdraw. While there were no direct benefits to participants as a result of their 
participation, there were also no direct costs, apart from their time. As such, no remuneration was 
offered for participation. I conducted all the interviews myself, over the telephone or face to face. All 
participants consented to the interview being audio recorded.  
All reasonable steps have been taken to protect the confidentiality of participant responses. Participants 
were assigned pseudonyms, and transcripts were given identifying codes that could be linked to 
demographic data but not to the names of participants. These are stored together with the signed 
consent forms in a secured cabinet in my office. Electronic records are stored in a password-protected 
folder in the case study database. No identifying details are reported in this study, nor will be in any 
future publications. However, there is the possibility that participants could be identified by themselves 
or a third party on reading the thesis or subsequent publications, based on excerpt statements made by 
participants. Furthermore, due to the limited number of participants who could be interviewed for this 
research, they may be identified due to their role or involvement in policy decision-making. The risk to 
participants should this occur is considered to be minimal. Participants were informed of the possibility 
of future publications resulting from this work prior to the interview. 
Ethical considerations: Summit documents and audio recordings  
All of the audio recordings and related files from the national mental health summit were saved in a 
password-protected folder in my case study database, and the flash drive kept as back up. These files 
will be kept for five years following completion of the study and will thereafter be destroyed. The audio 
recordings were also transferred to a password-
by the research assistant who was employed to transcribe all of these audio-recorded files. Although the 
research assistant was required to sign a confidentiality agreement, she was deliberately chosen due to 
her position outside of the mental health network in which I was positioned. She was therefore less 
likely to identify speakers at the summit. Her lack of familiarity with the mental health context was an 
unclear sentence completion or filling in gaps from poor audibility. This also meant, however, that 
certain mental health-related names, places, or concepts were mistyped. My own familiarity with the 
mental health context enabled me to pick this up on reading the transcripts, and go back to the audio 
recordings to correct these errors.  
many of the speakers, Chairs, or rapporteurs, not least because in most groups there were individual 
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introductions. I was thus aware of the need to remain mindful of my own potentially explicit and implicit 
biases in reading and interpreting the data, particularly as many of the individuals involved in the 
summit were well known and had made significant contributions at various levels of mental health in 
South Africa. I reflect more on my own position, and my reflexivity around this, in the study quality 
section below (section 3.8). Nonetheless, the research assistant assigned speaker numbers to each 
speaker during transcription, and after many re-readings of the transcripts and multiple layers of coding, 
 the knowledge 
claim  being made.  
Due to the nature of the analysis and findings, I did not consider there to be any risks to participants 
through breach of confidentiality or exposure. It is important to note here, though, that while 
participants were made aware during the group sessions that their sessions were being recorded (and 
notwithstanding debates about rights to access to information regarding matters of public record), they 
were not informed at the time that the recordings would subsequently be used for research purposes. It 
was thus particularly important that their anonymity be protected.  
3.7 Data analysis  
3.7.1 Analytical framework 
a) knowledge 
recommendation that the best analytical strategy in case study research relies on theoretical 
propositions. These concepts have been defined and discussed in detail in the literature review but will 
be briefly reiterated here.  
For the purposes of this study, embodied knowledge includes both experiential and evidence-based 
(embrained) knowledges that individuals embody. Inscribed knowledge is a codified form of knowledge 
 in this study, primarily as words in documents. Enacted knowledge is knowledge-in-action, the 
observable enactment of other knowledge forms.  
Using this lens to analyse the data allowed me to explore how knowledge moved through the 
consultation process in its different forms, thereby addressing the aim of this study. More specifically, it 
allowed me to focus on different forms of knowledge at various points in the process, as per each of the 
research questions. A common theme through this study is the tension in moving between the 
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particular and the abstract when developing policy in a mental health context. It was thus useful to 
approach the analysis along these lines  moving from the particular (embodied knowledge in policy) to 
the abstract (inscribed knowledge in policy). This is depicted in Figure 3.2.  
 
Figure 3.2: Analytical framework: Movement of embodied to enacted to inscribed knowledge   
Also depicted in Figure 3.2 is the point of departure for this study: the preliminary document analysis of 
the draft and final mental health policy documents. This links to the analytical framework as it 
represents an analysis of knowledge inscribed in documents. However, the embodied-enacted-inscribed 
knowledge framework was not used as an analytical lens during this preliminary phase of analysis. The 
comparative analysis of these two documents is described in section 3.7.3.1 (Point of departure).  
The analysis of the policy consultation process using the embodied-enacted-inscribed framework as an 
analytical lens was subsequently conducted and structured across five layers, moving from the 
individual to the abstract and back again. The detailed analysis conducted in each of these five layers is 
described in section 3.7.3 below. The analysis began with individual interviews with key informants 
regarding the policy consultation process. This provided a 
perspective of those who participated in it, and is presented in section 3.7.3.2 (From the inside out). I 
then moved to the level of individual embodied knowledge, exploring how it was enacted and inscribed 
during the group discussions. This is described in section 3.7.3.3 (Embodied knowledge enacted). This 
enacted and captured during the consultation process?  
At the next level, as described in section 3.7.3.4 (Enacted knowledge inscribed), I focused on the process 
through which enacted knowledge was moved to inscribed knowledge, thereby addressing the second 
research question: How did the consultation process enable or constrain the movement of knowledge 
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from enacted to inscribed forms? The third level considered how inscribed knowledge moved from 
more detailed to more abstracted form as it was transferred through the consultation process. This is 
described in section 3.7.3.5 (Inscribed knowledge transferred) and addressed the third research 
question: How did inscribed knowledge move through points of abstraction to inform policy? In the final 
component of the analysis, findings from the preceding analyses were triangulated to provide an 
overview of the whole consultation process from the outside in. This final section summarises how all 
three research questions were addressed in the analysis and is described in section 3.7.3.6 (From the 
outside in). 
3.7.2 Analysis methods 
A
framed and constructed in policy documents (see pages 103-104). Consistent with this methodology, I 
intended to use a Foucauldian discourse analysis to explore issues of power and how the production of 
knowledge reinforced particular empowered and disempowered positions. Following the initial 
comparative analysis of the draft and final policy documents, which revealed very few changes to the 
policy as a result of the consultation process, the decision was made to focus instead on the real-life 
process of the mental health policy consultation in an effort to understand how knowledge was used 
and moved through this process. The shift to a case study methodology and the adoption of a pragmatic 
paradigm excluded certain analysis methods  such as discourse analysis  and called for a more a-
theoretical, descriptive analytic approach. In addition, the data that was collected was considered too 
incomplete and fragmented (e.g. breakaway group discussions and gaps in provincial summit reports) as 
well as too voluminous to allow for a discursive analysis. Narrative analysis was also briefly considered, 
when I considered focusing on anecdotes as a form of experiential knowledge. However, insufficient 
(complete) anecdotes were identified to allow for this form of analysis.   
Given the type and volume of data collected, as well as the particular objectives of this study  to 
identify embodied, enacted, and inscribed forms of knowledge and trace their movement through the 
consultation process  thematic analysis was considered the best fit for this study. A combination of 
thematic framework analysis and thematic content analysis were used to analyse the data. These 
methods were considered to be consistent with the descriptive, exploratory nature of the study. All of 
the analysis was conducted using NVivo. This allowed me to manage the extensive data set, while 
performing multiple layers of coding and analysis. It is also seen as a useful tool in conducting both 
thematic framework analysis and thematic content analysis (Leech & Onwuegbuzie, 2011).  
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Thematic analysis is a broadly defined method of qualitative data analysis, encompassing a diverse
range of analysis techniques within a range of theoretical frameworks. Braun and Clarke (2006) suggest 
that the advantage of thematic analysis is that it is not tied to a theoretical framework, making it a 
flexible method of analysis that can provide a rich and detailed account of the data. However, this could 
also be seen as a drawback of the method, as it is not informed by a particular rationale that guides 
analysis choices and might be  (Braun & Clarke, 
2006, p. 26). This approach thus requires the researcher to be reflexive and cognisant of his or her 
theoretical positions and values in relation to the data set (Braun & Clarke, 2006). In my case, for 
data, much of my coding was deductive, highlighting my active role in the analysis, and requiring that I 
be explicit about my epistemic position and assumptions. 
As the name suggests, thematic analysis is a method of qualitative data analysis that allows for the 
identification, analysis, and reporting of patterns (themes) across an entire data set (Braun & Clarke, 
2006). It involves a recursive process of coding and analysis, moving back and forth across the entire 
data set. Themes are built upon initial codes and represent a higher level of patterned response or 
meaning within the data set (Braun & Clarke, 2006). The importance or significance of themes is 
considered not in relation to quantity, but in terms of their relative importance to the overall research 
question (Braun & Clarke, 2006). Both themes and codes can be revised as the analysis progresses, 
allowing the process to accommodate findings flexibly, and to allow emerging findings to refocus the 
analysis.   
In the preliminary comparative analysis of the draft and final policy documents, content was coded 
thematically according to the extent to which changed content in the final document represented an 
addition, deletion or other change from the draft policy. This process is described in more detail in 
section 3.7.3.1 below.  
In the embedded case study of the policy consultation process itself, the aim was to use thematic 
analysis to provide a detailed account of a particular aspect of the data set  knowledge forms and 
transfer through the policy consultation process  as opposed to a rich description of the entire data set. 
In keeping with a pragmatist paradigmatic approach, the focus of analysis was at the semantic level of 
within the explicit or surface meanings of the data, and the 
n 
& Clarke, 2006, p. 13). The final discussion provides a narrative, coherent, logical and interesting account 
of the story told by the data (Braun & Clarke, 2006).  
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In conducting the thematic analyses of various data sets in this study (including interviews, summit
documents, and transcripts), I used the guidelines developed by Braun and Clarke (2006) as a guide 
through the process. This involved moving through a number of phases of engagement with the data, 
beginning with familiarising myself with the data. This process of familiarisation and making decisions 
about how to package and order the data was a particularly challenging one for me. My previous 
sets, for example, of qualitative interviews. As I proceeded through this analysis process, I was 
constantly seeking to find order in dis-orderly data in an attempt to make sense of it. At various points, I 
made use of analytic techniques suggested by Miles and Huberman (1994) to package the data; this 
included creating data displays (such as mind maps and flowcharts) for examining the data; putting 
information in chronological order; tabulating the frequency of different events; and examining the 
complexity of such tabulations and their relationships by calculating second-order numbers such as 
means and variances. Within the breakaway group transcripts in particular, I struggled to make sense of 
what seemed very ad hoc and chaotic processes and discussions. I realised, subsequently, that this 
presented not as much an obstacle as an insight into the consultation process itself, and that my 
what the Chairs and rapporteurs, at the micro level, and policymakers at the macro level, would have 
encountered in the face of multiple inputs.   
The next phases in the thematic analysis involved generating an initial coding framework, identifying 
and refining themes within the data by sorting and categorising codes, and analysing the data within 
these themes in order to tell a story about the data in relation to the research questions. Much of the 
coding in this study was deductive, informed by theoretical propositions, and by a comparative focus. In 
other words, the initial thematic analysis was in most cases a way of categorising the data for further 
comparison. For this, framework analysis was used. Framework analysis is a form of thematic analysis 
that was employed to conduct the analysis of the interview data. Framework analysis provides a means 
of structuring data so that themes identified in the thematic analysis phase can be summarised and 
compared across individual data units  in this case, the interviews  to identify commonalities and 
differences and assist with interpretation (Gale, Heath, Cameron, Rashid, & Redwood, 2013).  
Like thematic analysis, framework analysis is not tied to a specific epistemological or theoretical 
approach; it has been identified as a flexible method for applied policy research, particularly for 
research with specific questions tied to a priori issues and a predetermined sample, where the primary 
objective is to understand what is happening in a particular setting (Marais & Petersen, 2015; Ritchie & 
Spencer, 1994; Srivastava & Thomson, 2009). Having identified themes across the data set using 
thematic analysis, the data is cross-tabulated according to specific pre-chosen comparators, in a step 
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Ritchie and Spencer (1994, p. 185) call . This aids in constructing a picture of the analysed data 
as a whole, which in turn allows for identification and interpretation of commonalities and differences 
across the data units. The NVivo software allows for framework matrices to be constructed and the 
cross-tabulated themes to be linked back to the original data (e.g. verbatim interview quotes) for 
verification and further description.   
Given the focus on tracing the movement of knowledge inputs through the consultation process, the 
next phase of comparative analysis across multiple data units required a more quantitative form of 
analysis. Thematic content analysis was therefore used for the analysis of the summit transcripts and 
ng data and determining the 
-Woods, Agarwal, Jones, Young, & Sutton, 2005, p. 49). Maxwell 
(2013) suggests that qualitative analysis often makes implicit quantitative assumptions, and that 
alysis may be acceptable depending on the questions being investigated. 
Hannah and Lautsch (2011, p. 17) further suggest that counting in qualitative research may be 
(or) to pursue unexpected findings during an indu  It was not my intention 
to imply direct linear or causal links between what was said at the summit and what was inscribed in 
documents and policy. However, the volume of the data to be analysed and my objective to at least 
trace alignment of content meant that using a thematic content analysis method, supplemented with 
qualitative data (examples and interviews), allowed me to explore both thematic and numerical patterns 
in the data.  
Thematic content analysis allowed me to analyse the data qualitatively, while simultaneously 
quantifying it, using a descriptive approach to the coding of the data as well as to the interpretation of 
quantitative counts of these codes (Vaismoradi, Turunen, & Bondas, 2013). I was aware, however, of the 
risks of this approach in making interpretations based on these quantifications outside of their context; 
as such, I continually sought to identify alternative explanations that may confirm or contradict my 
findings. Results of the thematic content analyses were formulated as frequencies in tabular form 
(Dixon-Woods et al., 2005; Hsieh & Shannon, 2005; White & Marsh, 2006).  
3.7.3 Structuring the coding and analysis  
As a first step in the analysis, every piece of data included in NVivo was coded deductively for major 
content. This was to allow for consistency 
and comparison across documents and transcripts. It is important to note here that the ten breakaway 
group sessions were divided for discussion according to mental health issues. However, as would be 
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expected, a number of other issues inevitably came up within these group discussions. As such, it was 
necessary to code for different mental health themes within each of the group transcripts. Nonetheless, 
the ten breakaway group themes, together with the areas for action addressed in the mental health 
policy, were used to guide this thematic analysis to identify mental health issues. These codes are listed 
in Table 3.7 below. The definitions (coding rules) for each of these codes are included in the coding 
framework in Appendix 4. The breakaway group topics corresponding to each of the issue codes, where 
applicable, are also included in Table 3.7.  
Table 3.7: Breakaway group topics corresponding to issue themes 
Breakaway group topic  
 
Corresponding issue code 
 
Mental health promotion and prevention 
of mental disorders (Group 1) 
Prevention and promotion 
Mental health research and innovation, 
and surveillance (Group 2)  
Research 
Monitoring and evaluation 
Mental health systems (Group 3) 
 
Mental health systems 
Mental health infrastructure and human 
resources (Group 4) 
Human resources  
Infrastructure 
Mental health and other conditions 
(Group 5) 
Mental health and other conditions 
Mental Health Care Act of 2002  lessons 
learned from implementation (Group 6) 
Mental Health Care Act implementation 
Mental Health Review Boards 
Child and adolescent mental health 
(Group 7) 
Child and adolescent mental health 
Culture, faith-based practices and 
indigenous mental health practices 
(Group 8) 
Culture and mental health 
Suicide prevention (Group 9) 
 
Suicide prevention 
Advocacy, social mobilisation, user and 
community participation (Group 10) 
Advocacy and user participation 
No specific breakaway group Governance 
Intersectoral collaboration 
Funding 
Medicines, equipment, and protocols 
Quality assurance 
3.7.3.1   Point of departure: Comparative analysis of policy documents 
In the preliminary phase of analysis, the draft mental health policy document that was available for 
review at the consultation summits in 2012 was compared with the final Mental Health Policy 
Framework and Strategic Plan 2013-2020 that was adopted in 2013. The content of the final policy was 
coded according to whether it represented: i) a change of wording from original text in the draft policy, 
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or ii) an addition to content in the draft policy. The draft policy was coded for content that had 
subsequently been deleted from the final policy document. Definitions for each of these codes are 
included in the coding framework in Appendix 4. As discussed above, this preliminary analysis 
represented a point of departure for the analysis of the mental health policy consultation process.  
3.7.3.2   From the inside out: Interviews as process evaluation  
As explained earlier, key informant interviews were conducted as a form of process evaluation of the 
consultation process. The interview schedule was thus structured in order to elicit information about 
the consultation process, as well as perspectives on the content of the mental health policy. Given the 
findings from the preliminary comparative analysis that the policy content had not changed 
substantively following the consultation process, interview questions focused in particular on 
information regarding policy decisions was managed. The questions from this schedule were used 
deductively to develop the coding framework, categorised into process-related themes. Additional 
process-related themes were also identified from the literature on consultation process and outcome 
criteria. The thematic categories according to which the data were coded are shown in Table 3.8 below. 
Definitions for each of these themes are included in the coding framework in Appendix 4. 
Table 3.8: Process-related themes from interview analysis  
Main theme Sub-themes 
Knowledge about or involvement in 
broader policy development process 
Pre-summit policy development 
Post-summit policy development 
Information and consultation transparency 
about the policy consultation 
Pre-summit consultation and information  
Post-summit consultation and information  
Provincial follow-through -  
Impact of consultation summit Signalled priority 
Influence on policy  
Perspectives on final policy  General perspectives about the final policy 
Perspectives about the implementation of the policy 
Opportunities for service user input - 
3.7.3.3   Embodied knowledge enacted: Transcripts of group discussions  
For this analysis, I focused on the transcripts of the audio recordings from the ten breakaway group 
sessions at the national consultation summit (hereafter referred to as group transcripts). These ten 
transcripts had already been coded according to thematic categories for mental health issues. The focus 
in this analysis was on how different types of explicitly referenced knowledge claims  specifically, 
experiential and evidence-based knowledge claims  were enacted, responded to, and moved to 
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inscribed forms during the group analysis. This analysis thus proceeded along four dimensions, which 
are listed here and explained in more detail in the following paragraphs: 
i) Types of knowledge claims made during group discussions: experiential or evidence-based, 
a) conceptual schema, are considered a 
form of embodied knowledge; 
ii) Whether certain knowledge claims were more likely to be responded to during group  
discussions than others;  
iii) What participants were drawing on particular knowledge claims to do  in other words, how 
knowledge claims were being used or enacted during group discussions; and 
iv) Whether certain types of knowledge claims were more or less likely to be  
into inscribed form (i.e. group recommendations). 
The analytic process followed for each of these four components was broadly similar: group transcripts 
were coded either deductively or inductively according to the question being considered. They were 
of particular types of knowledge claims within each area of interest and to allow for comparison across 
knowledge types, for example, the percentage of experiential knowledge claims that were responded 
to, compared to the percentage of evidence-based knowledge claims that were responded to.  
Types of knowledge claims 
At this stage, I was interested in whether certain types of knowledge claims were referred to in both the 
formal group presentations and the group discussions. It seemed likely that the formal presentations, by 
virtue of presenters being called on for their expertise, would show greater use of evidence-based 
knowledge than experiential knowledge. The group transcripts were thus first coded into two types of 
 
The subsequent coding steps were as follows:  
 Group transcripts were coded for types of knowledge: i) experiential, ii) evidence based, and iii) 
Other. Coding rules for each of these categories are detailed in the coding framework in 
Appendix 4.  
 Composite codes were created for types of knowledge combined with types of talk (e.g. 
knowledge types across the group presentations versus the group discussions.  
 Composite codes were created for types of knowledge combined with types of talk, combined 
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This allowed for analysis of frequencies of types of knowledge claims across different mental 
health issues, across different talk types.  
 The Other category was coded inductively to identify types of talk that were being used in the 
discussions, that were neither explicit experiential nor evidence-based knowledge claims.  
Responsiveness to knowledge claim types  
Having identified the different types of knowledge claims, I was now interested in how these knowledge 
discussions, as these were 
considered to be more interactive than the formal presentations within the groups. The subsequent 
coding steps were as follows:  
 Within each group transcript, evidence-based and experiential knowledge claim codes were 
selected for (highlighted) in NVivo. This allowed for an analysis of these claim types within the 
context of the group discussions, in order to explore whether and how these claims were 
responded to by others in the group.  
 These coded extracts were then also coded deductively for responsiveness in three categories: i) 
responded to, ii) not responded to, and iii) response inaudible. The coding rules for when 
extracts were determined to be responded to or not are outlined in the coding framework in 
Appendix 4. 
 rding to whether they 
coding framework in Appendix 4 for coding rules). 
 
What knowledge claims were being used to do  
Again only focusing on the group discussions, the experiential and evidence-based knowledge claim 
types were further coded for what participants were using these knowledge types to do within 
discussions. In this analysis, codes were developed inductively through reading and re-reading through 
the coded extracts, and identifying patterns in how knowledge claims were being used by participants 
across both knowledge types. The main themes identified were further categorised into sub-themes. 
These are listed in Table 3.9 below, with coding rules described in the coding framework in Appendix 4.  
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Table 3.9: Codes for what knowledge claims were being used to do 
Main theme Sub-theme 
Illustrate current situation  Illustrate a challenge  
Illustrate a solution/best practice 
Highlight implications of a proposal Highlight benefits of, or motivate for, a proposal  
Highlight disadvantages of, or argue against, a proposal 
Engage  Support a previous point made 
Counter a previous point made  
Once all the experiential and evidence-based knowledge types had been coded according to the above 
themes, further steps were taken to allow for finer distinctions and counts to be made within these 
codes: 
 Composite codes were created for knowledge claim type + knowledge use theme + knowledge 
use sub-theme in order to identify frequencies with which knowledge claims were being used to 
do certain things. Counts within themes, as well as within sub-themes, were done.  
 As I was coding, it started to appear as though participants were illustrating current situations 
(main theme 1) in order to highlight the implications of a proposal (main theme 2). These 
themes were thus drawn into a composite code, along with the knowledge claim types, in order 
to explore frequencies of these composite uses. These composite codes are shown in Table 3.10 
below. Note that there were no instances in which participants described a solution (current 
situation) in order to highlight disadvantages of a proposal (implications of proposal).  
Table 3.10: Composite codes for what knowledge claims were being used to do 
Main composite theme Sub-composite theme  
Illustrate current situation to directly highlight 
implications of a proposal 
Describe challenges to highlight benefits 
Describe challenges to highlight disadvantages 
Describe solution to highlight benefits 
Inscription of knowledge claim types in group recommendations  
Finally, I was interested in whether particular knowledge claims types  evidence-based or experiential  
were more or less likely to be attended to or captured, as evidenced by whether they were captured in 
the inscribed group recommendations. Here, the analysis was done within each of the ten group 
transcripts in order to allow for comparison with the specific group recommendations from each group. 
This was done as follows:  
 Select for (highlight) experiential and evidence-based knowledge claim types within each group 
transcript. Compare the highlighted extracts with group recommendations and code for 
 these codes are defined in 
the coding framework in Appendix 4.  
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each group according to frequency of experiential versus evidence-based knowledge claims 
captured.  
 
A final note regarding the presentation of the findings from the above analysis. Analysis within each of 
the themes described above began at the level of identification of knowledge claim types and uses 
within each of the ten breakaway groups. Detailed comparisons between each group could be made at 
this level. From this fine-grained analysis, patterns were identified, which allowed for more general 
conclusions to be drawn regarding how evidence-based and experiential knowledge claims were being 
used and moved across all breakaway group sessions. Decisions about the level of detail to include in 
qualitative, case study research should be guided by how relevant it is to the most significant aspects of 
the design (Wolcott, 1994; Yin, 1994). As such, the findings from this analysis are presented in a form 
that has extrapolated results from the more detailed inter-group analyses; the latter are included as 
appendices.   
3.7.3.4   Enacted knowledge inscribed: Transcripts of group discussions  
Here, my focus moved to process, exploring how enacted knowledge became inscribed knowledge 
during the consultation process, specifically by focusing on group processes. This entailed an analysis of 
the format and structure of each of the ten breakaway group sessions at the national summit, to explore 
(was formulated and inscribed) into group recommendations.  
The transcripts of the ten breakaway group discussions were used in this analysis. The aim was to 
provide an account of a number of process-related elements that might illuminate how knowledge 
inputs were elicited and moved into group recommendations during these discussions. These elements 
were compared across groups, and included the following:  
 Access to audio from group sessions and audibility quality  
 Overall format followed during group session 
 Time spent on introductions 
 Time spent on formal presentations  
 Time spent on group discussions  
 Direct engagement with available documents (draft policy and draft summit declaration)  
 Chairing/facilitation style  
 Extent of explicit management of microphone between participants during discussions  
 Activity of rapporteur  
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 How the group formulated their recommendations  
Number of recommendations made.
The group transcripts were also coded for process- or procedure-related comments that were made by 
participants (including Chairs and rapporteurs). These were used to supplement observations made 
about process in the analysis above. In particular, group discussions were coded according to the 
following process-related themes: i) awareness of time constraints; ii) indications of microphone 
management; iii) general Chair or participant comments regarding process or procedure; iv) explicit 
engagement with draft documents (policy and summit declaration); and v) comments regarding 
capturing or recording of recommendations. These themes were chosen because they were considered 
to provide information about process because of explicit comments made regarding these process-
related elements. Inferences regarding process could only be based on direct statements from 
participants relating to these issues. These themes were also considered to provide information 
regarding points of, or opportunities for, enactment (awareness of time constraints, microphone 
management, and general participant comments regarding process), as well as information about points 
of inscription (engagement with draft documents, and capturing or recording of recommendations) 
during the group sessions.  
3.7.3.5   Inscribed knowledge transferred: Tracing content across documents  
The knowledge inputs made at the consultation summits needed to be captured (inscribed) and 
transferred beyond the consultation space in order to have the potential to be considered in policy 
finalisation. Inscribed knowledge was thus a predominant knowledge form at this event. Knowledge 
moved from detailed (group discussions and recommendations) to more abstracted knowledge as it was 
transferred from one summit output document to the next. My interest was in tracing the follow-
through of knowledge inputs from the level of embodied and enacted knowledge in the group 
discussions, to its inscription and abstraction in various output documents. This analysis of how 
knowledge was transferred from one point to the next through the consultation process was conducted 
in three phases. Phase 1 traced the points of inscription and abstraction of knowledge inputs through 
the provincial summit into the national summit. The next phase (Phase 2) focused on the national 
summit, looking specifically at the inscription and abstraction of knowledge from the group discussions 
sessions into subsequent outputs. In Phase 3, a similar process was followed to trace the transfer of 
inscribed knowledge in the final (national) summit declaration recommendations into policy outputs.  
In many ways, the policy consultation process represented a process of summarising large amounts of 
information  contributed by hundreds of individuals in smaller group processes  into more succinct 
recommendations and reports. Such a process inevitably involves substantial reduction of detail into 
136 
more abstract pieces of information, which represent a generalised summary of that detail. The purpose 
of the three phases of analysis outlined above was to determine the extent to which knowledge inputs 
were either captured or inscribed out  at each point of transfer from one inscribed output to the next. 
Therefore, coding rules were developed for this thematic analysis that allowed me to distinguish 
between inputs that could be determined to be either reflected or not reflected through subsequent 
stages of the summarisation process. Generic descriptions of coding definitions for more detailed inputs 
that were considered to be comprehensively reflected, partially reflected, or not reflected in 
increasingly abstracted outputs are shown in Table 3.11.  
Table 3.11: Codes for reflection of detailed inputs in abstracted outputs 
Code Coding rule/definition  
Comprehensively reflected or 
aligned 
Abstracted output reflects a comprehensive summary of 
detailed input 
Partially reflected or aligned Abstracted output partially reflects detailed input in broad, 
thematic ways, with some detail lost in summarisation  
Not reflected or aligned Abstracted output does not reflect the substantive content of 
the detailed input 
These coding rules were applied to various detailed inputs and abstracted outputs in each of the three 
phases of analysis detailed below. Group discussions, for example, were considered to reflect detailed 
inputs in Phase 2, which were coded as being either comprehensively, partially, or not reflected in the 
more summarised, abstracted group recommendations, and so on through to Phase 3. It should be 
noted, however, that although these coding rules allowed me to trace knowledge inputs through 
subsequent levels of abstraction during the consultation process, the reflection of these inputs in the 
more summarised outputs does not imply a causal link. In other words, the reflection of detailed inputs 
in summit and policy outputs could be attributed to several factors, such as this being a prioritised issue 
in general, as opposed to being a direct result of inputs at the consultation summits.    
Phase 1: Abstraction and transfer of inscribed knowledge through provincial to national consultation 
summits  
Information from the interview analysis and a document analysis allowed me to construct a chronology 
of the consultation process in terms of the opportunities for enactment and inscription of knowledge at 
and between provincial and national summits. A map of the consultation process was presented in 
Figure 3.1 above. This information was then used to develop a descriptive account of how knowledge 
moved from one enactment point to another, and from one point or form of inscription to another. The 
following chronology was used in this phase of analysis, also shown in Figure 3.3:  
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Points of inscription and abstraction from provincial to national summit consultation: 
 From provincial summit group discussions to provincial summit group recommendations,  
 From provincial summit group recommendations to provincial summit reports,  
 From provincial summit reports to provincial feedback at the national summit, and 
 From provincial summit recommendations to national summit recommendations.  
The data included and steps followed in this phase of the analysis are shown on the far left of Figure 3.3 
below. Arrows between the blocks in this part of diagram indicate chronological steps in the analysis. 
The map of the policy consultation process (from Figure 3.1) is repeated as a reference point on the 
right-hand side of Figure 3.3 to illustrate the link between this phase of analysis and the relevant 
components of the policy consultation summits that pertain to this analysis. For ease of reference, the 
data and steps followed in the phase of analysis are colour-coded in accordance with the colour-coding 
of the policy consultation map  with purple indicating components from the provincial summits (as 
depicted on the map), and blue indicating components from the national summit.  
As mentioned earlier, I had access to summit recommendations from seven of the eight provinces that 
had held provincial summits, either directly through provincial summit reports, or through the audio 
recordings of the oral feedback from provinces at the national summit. In this phase of the analysis, I 
was interested in whether the content of provincial summit recommendations was reflected in the 
national summit declaration recommendations. Given the inconsistencies in reporting from the 
provincial summits, it was not clear whether and how these reports had been available to the national 
task team during the finalisation of the policy, or whether they were assumed to have been integrated 
into the final recommendations from the national summit. This was considered important because 
provincial government. National policy should therefore be responsive to local context, and reflect 
priorities put forward by provincial stakeholders.  
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Figure 3.3: Analysis Phase 1: Abstraction and transfer of inscribed knowledge at the provincial summits 
Phase 2: Abstraction and transfer of inscribed knowledge from national summit group sessions  
In this phase, the focus of the analysis was on the movement and abstraction of inscribed knowledge 
through the national consultation summit specifically. As with the preceding analysis, I began at the 
level of the individual/particular, and proceeded outwards towards the more abstracted documents. 
The coding process through which this was achieved was described in detail at the start of this section. A 
visual illustration of the movement of inscribed knowledge through all points of inscription and 
abstraction at the national summit is shown in Figure 3.4.  
Points of inscription and abstraction through the national summit consultation:  
 From national summit group discussions to national summit group recommendations,  
 From national summit group recommendations to national summit declaration 
recommendations, and  
 From national summit declaration recommendations to final policy and policy appendices.  
Steps followed and data included in this overall analysis of the national consultation summits are shown 
on the far left of Figure 3.4, with arrows here indicating the chronology of the analysis. As with Figure 
3.3 above, the map of the policy consultation is included on the right-hand side of Figure 3.4 as a 
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reference point, to show the link between the overall analysis and the overall consultation process. 
Colour-coding indicates these links. Elements of the draft and final policies that were compared in this 
analysis, for example, are shown in green, to correspond with how they were depicted on the policy 
consultation process map.  
 
Figure 3.4: Overall abstraction and transfer of inscribed knowledge at the national consultation summit 
In Phase 2 of the analysis specifically, the focus was on how knowledge inputs from the national summit 
group sessions moved through points of inscription and abstraction to summit and policy outputs. The 
steps involved in this analysis are shown in Figure 3.5, and described thereafter. As I was aware that 
there was not likely to be a linear link between knowledge inputs during group discussions and outputs 
in the form of recommendations or policy documents, I chose to code in this and the next phase for 
alignment or reflection, as opposed to inscription. For each of the analysis steps, the pre-coded mental 
health issues were added in as composites, in order to explore follow-through of particular issues 
(content). The coding rules for each of the coding steps are detailed in the coding framework in 
Appendix 4. In all cases, counts were done within each of these codes to determine frequencies. 
In Figure 3.5, the steps followed and data included in Phase 2 of the analysis are shown on the far left-
hand side. This shows that group discussions were compared with group recommendations, and that 
group recommendations were then compared with summit recommendations, and so on. For reference, 
the map of the consultation process is included on the right-hand side of Figure 3.5, to show links 
between Phase 2 of the analysis and the relevant components of the overall consultation process that 
correspond to this analysis. Colours are once again used to clearly indicate these links.  
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Figure 3.5: Analysis Phase 2: Abstraction and transfer of inscribed knowledge from group discussions 
and recommendations into summit and policy outputs   
Step 1: Reflection of group discussions in group and summit recommendations. The first step in this 
analysis was comparing the content of the group discussions in each of the ten group transcripts with 
the group recommendations made by each group. This level of analysis was intended to be more 
descriptive, and so counts of followed-through content were not made. Given that policymakers were 
unlikely to have access to the content of the group discussions, I focused on the reflection of the group 
recommendations in each of the subsequent outputs.  
Step 2: Reflection of group recommendations in summit recommendations. The next step involved 
comparing the content of the group recommendations with the final summit declaration 
recommendations. Given that the group recommendations were taken to the closed-door meeting at 
the national summit in order to finalise the summit declaration, the recommendations included in this 
declaration were analysed to determine the extent to which they seemed to reflect the 
recommendations from the group sessions.  
Step 3: Reflection of group recommendations in policy changes. A comparative analysis of the draft 
and final policy documents had produced an analysis output showing changes that were made to the 
policy following the consultation. The group recommendations were compared with these policy 
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changes across mental health issue themes, and coded as i) completely reflected, ii) partially reflected, 
and iii) not reflected.  
It was possible that the group recommendations may not have been reflected in policy changes because 
they were already aligned with the content of the draft policy that was available for discussion at the 
national summit. A comparison of the group recommendations with this draft policy was thus 
conducted next.  
Step 4: Reflection of group recommendations in draft policy document. Within each mental health 
issue theme, the group recommendations were compared with the draft policy content, and coded as i) 
completely reflected, ii) partially reflected, and iii) not reflected.  
As described earlier in this chapter, there were only two substantive additions to the policy document 
following the consultation. These were in the form of appendices, relating to implementation activities: 
the Strategic Plan (implementation plan), and the Terms of Reference.  
Step 5: Reflection of group recommendations in policy appendices. The group recommendations, 
categorised according to mental health issues, were compared with the two policy appendices (Strategic 
Plan and Terms of Reference), also categorised according to mental health issues, and coded as: i) 
completely reflected, ii) partially reflected, and iii) not reflected.  
Phase 3: Abstraction and transfer of inscribed knowledge from national summit recommendations 
into policy outputs  
The final recommendations included on the summit declaration (official output of the national summit) 
were considered to be a summarised reflection of the inputs and recommendations made at this 
summit. As this was the official output of the national summit and was publicly available as the summit 
report, it seemed likely that this output would have been available to the team tasked with finalising the 
policy. The analysis here was thus to explore the extent to which these summit recommendations were 
reflected in various policy outputs.  
In each of these steps, the same coding procedures as outlined for the group recommendations in Phase 
1 above were followed, and so will not be repeated here. The same coding rules applied for: i) 
completely reflected, ii) partially reflected, and iii) not reflected applied. Similarly, counts were done 
within each code to determine frequencies. The coding steps are depicted visually in Figure 3.6 and 
were as follows: Step 1: Reflection of summit recommendations in policy changes; Step 2: Reflection of 
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summit recommendations in draft policy; Step 3: Reflection of summit recommendations in policy 
appendices.  
 
Figure 3.6: Analysis Phase 3: Abstraction and transfer of inscribed knowledge from summit 
recommendations into policy outputs   
The three steps and data included in Phase 3 of the analysis are shown at the top of Figure 3.6  the 
summit recommendations compared with various parts of the policy. The relevant components of the 
consultation summit process to which each of these components are linked at depicted through colour 
coding and linking with the magnified process map on the bottom left of Figure 3.6.  
The findings of the analysis across each of the three phases described above have been presented in 
relevant sections in the findings chapter (Chapter 4). Following the coding process, comparative 
analyses were conducted across sets of inscribed data. The results were tabulated and interpreted 
according to breakaway group themes. At this level of detail, fine-grained observations could be made 
regarding follow-through of group inputs and of particular issues through summit and policy outputs. As 
analysis progressed, key findings emerged that related to how knowledge moved from one form to 
another  particularly, in this component of the analysis, between inscribed forms. In this way, my own 
analysis moved from a more detailed descriptive account to a more abstracted one. As such, more 
abstracted accounts of the findings in relation to the analyses above are presented in Chapter 4 (section 
4.6), with detailed analyses included as appendices. 
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3.7.3.6   From the outside in: Triangulating findings  
Being able to use data from multiple sources of evidence is one of the strengths of case study design 
(Yin, 1994). The process of comparing the findings from different sources of data in order to corroborate 
or validate conclusions is typically referred to as triangulation. Willig (2008
research should always involve a certain amount of triangulation (p. 80) 
 (p. 86). Triangulation strategies include methodological 
triangulation (such as in mixed methods research), theoretical triangulation (using different theoretical 
perspectives on the same data) (Denzin, 1970). In the current study, data triangulation is used to assess 
convergence (or divergence) of findings from analysis of multiple data sources.  
Triangulation processes in qualitative research are often not made explicit and may involve something 
of an intuitive approach (Farmer, Robinson, Elliott, & Eyles, 2006; Smaling, 1987, in Meijer, Verloop, & 
Beijard, 2002). More procedural approaches outline each comparative step in the process to ensure 
replicability (Farmer et al., 2006). Such procedures include following a thread, where a key theme or 
question is followed across different data components (Moran-Ellis et al., 2006). Other procedural 
approaches involve applying the convergence coding matrix developed by Farmer et al. (2006) as part of 
a triangulation protocol to triangulate findings from analysis of interview data with analysis of project 
reports. Following the example of Heslehurst et al. (2015), a combination of these two triangulation 
procedures was used in this study.   
Each of the three research questions in this study focused on particular phenomena relating to the 
movement of knowledge through the policy consultation process. These three questions thus 
represented the threads that were followed across different data sets. In this case, findings from the 
interview analysis pertained to all three questions; findings from the summit document and transcript 
analyses that related to either Question 1, 2, or 3 were included in the convergence coding matrix 
shown in Table 3.12, for comparison with the interview findings.  
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Data sources for each phase: i) interview transcripts; ii) group discussion transcripts; iii) summit programme, 
provincial summit reports, national summit declaration, group discussion transcripts; iv) group discussion 
transcripts, feedback of group recommendations at plenary session, national summit declaration, policy, and 
policy appendices  
Triangulation of data proceeded by conducting convergence assessment for agreement or disagreement 
across the data sets, using the following coding categories:   
 Convergence: Findings directly agree.  
 Complementarity: Findings offer complementary information on the same issue.  
 Dissonance: Findings appear to contradict one another. 
 Silence: Themes arise from one component of the study but not others (Heslehurst et al., 2015, p. 
7).  
While each of the analyses described in sections 3.7.3.3, 3.7.3.4, and 3.7.3.5 directly address each of the 
three research questions, the interview analysis provides corroborating information to improve 
interpretation and understanding. These findings are thus drawn together in this final analysis section to 
re-view the consultation process from the outside-in, and to answer each of the three research 
questions. Explicit links to the concepts of embodied, enacted, and inscribed knowledge are made.  
3.8 Study quality  
In any research endeavour, the quality and the integrity of the study and the findings it produced must 
be established. Researchers need to be transparent and explicit about what they did to arrive at their 
findings, and about who they are  and how the latter might have impact on the former. In doing so, 
researchers provide readers with sufficient information to make their own judgments regarding the 
credibility and integrity of the research. However, there is little consensus concerning the criteria by 
which judgments of quality are made. Many have argued that quality criteria and strategies for assessing 
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rigour in quantitative research do not and should not be applied to qualitative research, which is 
fundamentally different both epistemologically and methodologically (Bryman, 2006; Lincoln & Guba, 
1985; Maxwell, 2013). By its nature, qualitative research cannot be easily assessed for quality in the 
same ways as research based on statistical tests and analysis. It does not, cannot, and should not ensure 
certainty or universal truths (Willig, 2008). Nonetheless, while not aiming for certainty of rigour in 
qualitative research, we can aim for confidence concerning quality (Hammersley, 1992, in Cohen et al., 
2010). Thus, what has been defined as rigour in quantitative research has been equated with 
trustworthiness in qualitative research (Babbie & Mouton, 2001; Lincoln & Guba, 1985). 
The challenge, however, has been to identify criteria that might be employed to assess quality  or 
trustworthiness  in qualitative research, to the same level as quality in quantitative research. Some 
have proposed applying criteria (such as reliability and validity) adopted in quantitative research to 
qualitative research (Cohen et al., 2010). This seems to be what Yin (1994, p. 32) primarily does in 
proposing quality c
 
Others have proposed that even attempting to subject qualitative research to the same assessments of 
rigour is tantamount to eschewing what makes qualitative research distinct from quantitative research 
in the first place (Foreshaw, 2007, in Willig, 2008). The predominant approach, however, seems to be a 
middle ground between the two: adapting criteria employed in quantitative research (using parallel but 
amended terms) to qualitative research (Bryman, 2006; Frambach, van der Vleuten, & Durning, 2013; 
Sale, Lohfeld, & Brazil, 2002; Willig, 2008). While there is some variation in terminology, these criteria 
are generally defined as: credibility, dependability, transferability, and confirmability (Babbie & Mouton, 
2001; Lincoln & Guba, 1985).  
There are several features of the current study which influence how quality might be determined: it 
entailed qualitative research, in a case study design, and was located within a pragmatic paradigm. The 
study also focused on policy consultation, aiming to generate findings that might be relevant for how 
such processes might be organised to optimise the use of knowledge in policy. Each of these features 
has informed the strategies I employed to enhance the quality of this study, as well as to counter the 
limitations of qualitative case study research. The techniques for enhancing the credibility, 
dependability, transferability, and confirmability of the current study are drawn from those that 
converge across all of these dimensions; they have been applied in qualitative research (Frambach et al., 
2013), case study research (De Weerd-Nederhof, 2001), research located within a pragmatic paradigm 
(Bryman, 2006), and health policy research (Gilson, 2012b; Gilson et al., 2011). These are outlined here.  
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In the discussion that follows, I have found it helpful to draw on 
regarding quality criteria for qualitative and quantitative research. They propose quality principles to 
which both quantitative and qualitative quality criteria relate. They then outline a number of techniques 
for enhancing each of the four quality criteria identified here. I supplement these with strategies 
proposed by several others in relation to qualitative and case study research.  
3.8.1 Credibility 
Credibility pertains to establishing the truth value of the evidence and has been proposed as the 
552).  
Maxwell focuses on validity as a key criterion for assessing quality in qualitative research. Sidestepping 
the debates regarding the applicability of this criterion in qualitative research, he proposes that validity 
to give them some grounds for distinguishing 
particularly important criterion from the perspective of a pragmatic paradigm, given its emphasis on 
testing out theory and data in an iterative abductive process, and its assertions that truth claims should 
always be warranted and always be tested. Pragmatism is a question-driven philosophy that is 
concerned with the utility of findings. Truth, in this parad
warranted and testable.  
ity for case study 
research relates to the inferences a researcher must make that certain observations or events resulted 
inference correct? Have all rival explanations and possibilities been considered? Is the evidence 
a priori controls available to quantitative researchers for ensuring 
validity are not available to qualitative researchers (Maxwell, 2013), there are strategies that can 
(Shenton, 2004, p. 64).   
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One of the key st
purposes in this regard: to confirm (or disconfirm) findings by triangulating across multiple data sources, 
methods, theories, or investigators, and to ensure completeness of findings (Houghton, Shaw, & 
Murphy, 2013). Triangulating findings by using multiple sources of evidence is, in fact, one of the 
strengths of case study research (Yin, 1994), in addition to being a technique that can enhance study 
quality (Frambach et al., 2013; Sale & Brazil, 2004; Shenton, 2004). Data triangulation was a method 
employed in the current study in order to ensure as complete a picture as possible of the phenomenon 
being explored. An important aspect of this process was to search for divergences and contradictions 
across findings, in addition to convergence.  
congruence with those 
of past studies (Shenton, 2004). Adopting the embodied-enacted-inscribed knowledge framework as an 
analytical lens in this study required me to move back and forth between my observations in the data 
ons for them through comparisons with the research literature, as 
3, p. 56). I believe that this is also 
consistent with the abductive reasoning that is a defining feature of studies informed by a pragmatic 
paradigm.  
Prolonged engagement and familiarity with the study site has been recommended as a strategy for 
apparent that the [researcher] was on the site long enough to see the range of things to be expected in 
such, it was not possible for me to spend time engaging with the study sites, that is, the consultation 
summits per se. However, over five years were spent engaging with data from these sites, which I 
believe allowed me to establish as close a familiarity with the process as possible. This is more 
consistent with what Williams (2011
conduct an in-depth exploration of the phenomena under study. In particular, my prolonged and 
continuous engagement with the transcripts of the group discussions from the national summit allowed 
me to develop multiple insights into the process, through repeated readings of the data at different 
levels. This, I have attempted to demonstrate through establishing a chain of evidence for the reader, as 
is recommended in case study research (Yin, 1994).  
Another strategy for enhancing credibility of findings is member checking, that is, asking for feedback 
from study participants on the data or its interpretation (Frambach et al., 2013; Sale & Brazil, 2004; Yin, 
1994). Although it might have been possible to verify the transcriptions of interview responses with 
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interviewees, the feasibility of performing member checks was partly limited by the number of years 
over which the study unfolded. In addition, the usefulness of member checking in ensuring study quality 
is a matter of some debate (Houghton et al., 2013) with some proposing that this may actually pose a 
threat to validity (Rolfe, 2006). Morse, Barrett, Mayan, Olson, and Spiers (2002, p. 7) argue, for example, 
that study results have typicall
individual participants, so there is no reason for individuals to be able to recognise themselves or their 
 
Of particular relevance to this study was the potential of member checks to force researchers to 
he aim 
of this study to explore policy consultation from a knowledge perspective, and the analysis of the data 
using the embodied-enacted-inscribed knowledge framework as a lens, member checking with study 
participants was not considered a feasible means of ensuring quality. However, I believe that sufficient 
care has been taken to employ other strategies for the purposes of improving the quality of this study 
for this not to have adversely affected the results.   
3.8.2 Dependability  
A second quality principle defined by Frambach et al. (2013) is consistency of both the process and the 
evidence produced. In quantitative studies, this relates to reliability; in qualitative studies, it is defined 
in relation to the contexts in which 
scrutinised by qualitat
the findings are consistent with the raw data on which they were based, and therefore stable across the 
study context. Frambach et al. (2013) propose that iterative data collection and analysis, and saturation 
of data, are techniques that may enhance the dependability of findings.  
The retrospective nature of the study, and its reliance primarily on document analysis as a method, 
limited the extent to which iterative data collection  in other words, continuous analysis of the data to 
inform further data collection  could be implemented. In addition, the bounded nature of this case 
study provided a finite set of documented data that was available for analysis, thereby limiting 
possibilities for saturation in data collection. However, the multiple levels at which the data was 
analysed allowed me to continuously return to and examine the data using insights that emerged from 
previous steps in the analysis. I was thus able to ensure saturation through iterative data analysis, 
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thereby increasing the dependability of the findings. Furthermore, efforts were made to be as explicit as 
possible about coding decisions made, including providing coding rules and how these were applied to 
the data. This, together with the use of verbatim extracts (Brocki & Wearden, 2006), was intended to 
enable readers to assess the logic and means by which interpretations were reached (Houghton et al., 
2013).   
Another aspect of establishing dependability of findings is through demonstrating consistency of the 
research process. Towards this end, Shenton (2004) argues for clearly describing the processes followed 
in the research in order for readers to establish consistency in process and therefore dependability of 
findings. Strategies for doing so in case study research, as identified by Yin (1994), include using a case 
study protocol, and developing a case study database. Both of these strategies have been carefully 
followed in this study and documented in this chapter. This is linked to leaving an audit trail, and being 
explicit about what was done at each step of the process  including the data that was included, and the 
analytical techniques employed  and providing a rationale for these methodological decisions 
(Houghton et al., 2013). I have attempted to describe in detail the decisions regarding the inclusion of 
the data in this study, as well as the process involved in applying the analytical framework at various 
levels of the analysis. I have also, as Shenton (2004, p. 72) suggests, endeavoured to document a 
research questions gave rise to the work to follow .  
3.8.3 Transferability  
(Frambach et al., 2013, p. 552). It is linked to the applicability of evidence and is synonymous with the 
concept of external validity in quantitative research (Frambach et al., 2013). Some of the advantages of 
case study research, such as its strong contextual links and its flexibility as a method can, conversely, 
also be its downfall when assessing credibility and rigour. The limits on generalising case study findings 
beyond the contexts in which the research was conducted have been a major criticism of this kind of 
research (Willig, 2008; Yin, 1994). As Willig (2008, p. 159) suggests: 
case studies allow us to get to know a particular case very well, and to begin to understand why 
it came to be what it is. However, case studies are less good at providing a panoramic view of a 
phenomenon and to identify similarities and patterns across contexts. 
Similar criticisms have been levelled against health policy research, with the context specificity of much 
of this research making generalising from its findings difficult (Gilson et al., 2011).  
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The most obvious way in which generalisability is limited in case study research is the small sample size, 
making it difficult to argue in any way that the findings can be said to be representative of similar cases. 
However, proponents of case study and health policy research, respectively, have argued that the goal 
in such studies is not (and should not be) statistical significance (Gilson, 2012a; Yin, 1994). Instead, what 
that, although derived from a limited number of particular experiences, provide theoretical insights that 
can be put forwar
believe that the use of a conceptual knowledge schema as an analytical framework has required me to 
make connections continually between the findings and their implications for this theoretical approach 
to knowledge. This, in turn, has generated findings that, although specific to this case of policy 
consultation, might have relevance for how embodied, enacted, and inscribed knowledge are 
understood and, in particular, how such an understanding might enhance future policy consultation 
practices.  
This has been achieved, in part, by establishing the theoretical audit trail mentioned earlier, that is 
contexts by making links between the findings and what is already known (Babbie & Mouton, 2001). 
Williams (2011) argues that transferability is a matter for the reader to determine, which requires the 
researcher to be as explicit and detailed as possible about the case and its context. Another strategy 
employed towards this end in this study, then, was providing a thick description (Frambach et al, 2013) 
of not just the phenomenon under study and of the boundaries of this case (Shenton, 2004), but also of 
findings in sufficient detail (Houghton et al., 2013). As such, I have provided as much detail as possible in 
describing the processes followed in choosing and delineating the study context, details of the 
consultation process, sampling and data gathering procedures, and coding and analysis of data (Sale & 
Brazil, 2004).  
3.8.4 Confirmability  
Confirmability speaks to the principle of neutrality of evidence, and is linked to the notion of objectivity 
in quantitative research (Frambach et al., 2013). In qualitative studies, confirmability can be defined as 
nts and settings, instead of 
the instrumentality of the researcher as the primary research tool, has been a major criticism levelled 
against it. I would argue that the intersubjectivity within a pragmatic paradigm  whereby researchers 
move back and forth between objective and subjective  goes some way towards countering this risk. 
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Nonetheless, there are a number of strategies that should be implemented in order to guard against 
bias and thereby enhance confirmability of the findings.  
This criterion is closely linked to dependability, and many of the same techniques can be employed to 
establish both. Some of these, such as creating an audit trail (Frambach et al., 2013; Sale & Brazil, 2004), 
have been discussed above. Williams (2011) 




coln, 1989, p. 243, in Williams, 2011). Towards this end, then, it is important 
that researchers make explicit the potential for researcher bias or influence on the findings (Maxwell, 
2013). How to use reflexivity in qualitative studies has been the subject of much debate and, while much 
has been written about being reflexive in qualitative research, there is less explicit guidance on ways of 
doing research reflexively (Belcher & Hirvela, 2005; Mauthner & Doucet, 2003) and on ways of 
presenting reflexivity in research writing (Patnaik, 2013). Some have equated reflexivity with 
through first- s beyond 
reflection or merely a process of introspection or self-  p. 101). As such, I 
distinctions between epistemological reflexivity and 
personal or introspective reflexivity to account for the reflexive strategies that I employed in this study.  
Earlier in this chapter, I discussed ways in which my assumptions and perspectives regarding the nature 
of knowledge informed my decisions regarding the research paradigm and design adopted in this study. 
In doing so, I demonstrated my epistemological reflexivity in reflecting on my assumptions about the 
Throughout the course of this research process, I have also reflected on 
how my beliefs as a researcher, mental health practitioner, and mental health service user  in addition 
to my comfort and discomfort around particular epistemological practices  have influenced how I 
approached the data and my interpretations of it. Keeping this research journal was a way of making 
explicit my own at  them and minimise their influence on the 
research process (Patnaik, 2013, p. 101). This, then, was a means of engaging in personal reflexivity, 
thinking not just about how my own values and experiences may have influenced the research, but also 
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(Willig, 2008, p. 10). I document this in the epilogue at the end of this thesis, as reflections on the 
research process.  
Another way in which I have explicated my positionality within this research is to employ a first-person 
writing style in certain parts of this dissertation. It was an approach that seemed an intuitive fit within a 
pragmatic paradigm, which emphasises (perhaps requires) the constant interplay between objective and 
subjective positions during the research process, and an interpretive epistemological stance (Morgan, 
2007). Writing in the first person has become an accepted convention in interpretive or constructivist 
traditions (Piantanida & Garman, 2010). Furthermore, eflexivity 
acknowledges the role of the researcher as a participant in the process of knowledge construction and 
not merely an outsider- . To me, this meant two things. First, it meant 
making my voice explicit in describing the methodological choices and decisions informing this study. As 
such, I have adopted a first-person style of writing in the current chapter.  
Second, adopting a reflexive stance meant acknowledging my role in constructing the knowledge claims 
made in this study, particularly with respect to the contribution that this study makes to the fields of 
knowledge in which it is located. Kamler and Thomson (2014, p. 34) suggest that writing is a process of 
e with 
. Earlier in this chapter, I described the three stages of 
reflective knowledge construction through which this study (and, by extension, I) moved: from 
understanding what happened, to how this happened, to why it happened (Kreber & Cranton, 2000; 
Mezirow, 1991). In the discussion chapter (Chapter 5), I reflect on what the findings of this study mean  
the why  in relation to what is already known. It seemed important to make my own role in the 
construction of this new knowledge explicit during this discussion. I have therefore returned to a first-
person writing style in that chapter.  
In terms of the threat of reactivity  the influence of the researcher on the study participants and study 
setting (Maxwell, 2013)  to the confirmability of the findings, I did not consider this to be a significant 
issue given that this was primarily a retrospective document analysis. Nonetheless, I must acknowledge 
the potential for influence on the interview data that I gathered at the start of this study. Having found 
that the mental health policy did not change substantively following the consultation summits, I was 
aware that I went into these interviews with some of my own ideas about why this may have been the 
case. I was therefore conscious, in the analysis and reporting of these findings, to ensure that I looked 
for evidence that would disconfirm some of these hypotheses, in addition to confirming them. Another 
possible influence on the interview responses that must be made explicit here is the invisible presence 
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of potential readers of the study report. I was aware that some interviewees particularly those who 
were more closely involved in the history and development of the mental health policy  were sensitive 
to portraying the consultation in a negative light, which was evident from what they seemed more 
comfortable saying off record, once the interview was officially terminated.  
Williams (2011) uthors that confirm the 
(2013), that identifying where findings diverge from or contradict previous research is also an important 
step in establishing the neutrality of the evidence. In Chapter 5 of this study, findings are discussed in 
relation to previous research, and efforts made to identify where this study has produced surprising or 
contradictory findings. In addition, Shenton (2004, p. 72) argues that triangulation of findings can be 
allowed for not just convergences, but also divergences and silences across multiple data sets to be 
identified. There are thus a number of strategies that have been employed throughout this study in an 
effort to enhance the trustworthiness of this study by enhancing its credibility, dependability, 
transferability, and confirmability. In the next chapter, the findings of the study are presented and 





The aim of this study was to explore how different knowledge forms (embodied, enacted, and inscribed) 
moved through a consultation process to inform policy. Prior to focusing on the mental health 
consultation summit process, however, a preliminary comparative analysis of the draft and final policy 
documents had been conducted, to assess how the policy had changed following the consultation 
summits. As discussed in the previous chapter, this preliminary analysis had revealed that the content 
(body) of the mental health policy changed in only minor ways following the provincial and national 
consultation summits. This served as the point of departure for the case study of the consultation 
process itself. In the methodology chapter a detailed description was presented of what happened  i.e. 
of the mental health policy consultation process conducted in South Africa in 2012. This is extended in 
section 4.2 below, which details that what appears to have happened following the consultation process 
is that the content of the mental health policy did not change in any substantive way. Each of the 
findings sections that follow on from this point of departure employs the embodied-enacted-inscribed 
analytical framework to provide insight into how this happened, towards understanding why it 
happened.  
The analytical framework used in this study was described in the previous chapter and is shown again 
here in Figure 4.1. This framework allowed for the tracing of embodied, enacted, and inscribed 
knowledge through the consultation summits, moving from the more particular embodied knowledge 
form within individuals to the more abstract inscribed knowledge form within policy outputs. Each of 
these elements comprises the focus of each of the three research questions: how embodied knowledge 
was enacted and inscribed; how group processes enabled or constrained the movement of enacted 
knowledge to inscribed knowledge; and how inscribed knowledge was transferred through points of 
increasing abstraction to inform policy. Individual interviews provided a means of gaining insight into 
these three issues, and supplemented the findings from the analysis of the document and summit 
transcripts. The point of departure for this study as depicted on the framework was the preliminary 
comparative analysis of the policy documents.  
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Figure 4.1: Analytical framework: Movement of knowledge from embodied to enacted to inscribed   
There are six sections in this findings chapter. In section 4.2, findings are presented from the preliminary 
comparative analysis of the draft and final policy documents that served as the point of departure for 
this study. In section 4.3, findings from the interview analysis are presented, as a way in to the 
consultation process. Section 4.4 focuses on the enactment and inscription of individual embodied 
knowledge within the summit group sessions. Findings from the analysis of the process through which 
enacted knowledge became inscribed knowledge are presented in section 4.5. In section 4.6, the focus 
is on the inscribed knowledge outputs and how these were transferred through increasing levels of 
abstraction (summarisation). The final part, section 4.7, draws all these findings together to provide a 
ate to the research questions. 
4.2 Point of departure: Changes to the policy following the consultation 
summits  
The original aim of this study had been to focus primarily on the content of the mental health policy 
documents and in particular, to explore how ways in which mental health issues were framed at the 
consultation summits influenced whether or not this content subsequently appeared in the final policy 
document. A preliminary analysis phase at the start of this study thus involved a comparative analysis of 
the draft and final mental health policy documents. The draft mental health policy was circulated prior 
to the provincial and national mental health summits in April 2012. The final version of the policy was 
circulated in October 2013.  
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A comparison of the draft and final policy documents showed that 45 changes were made to the draft 
policy content in the period between April 2012 and October 2013. Two additional appendices were also 
added. During this preliminary phase of analysis, it was unclear whether these changes were a direct 
result of discussions and requests for changes at the provincial and national summits, or rather a result 
of the work done on the policy by the Technical Advisory Committee following the consultation 
summits. Many of the changes to the body of the policy document appeared to be editorial in nature 
and did not seem to have a substantive effect on the policy content. There were twelve minor changes 
to the original text, eight deletions, and 25 additions. As shown in Table 4.1, the majority of the changes 
(n=13) were made to the Roles and Responsibilities section, followed by the Areas for Action (n=11) and 
Glossary of Terms (n=10) sections. The detailed content of the changes can be found in Appendix 5.  
The biggest change between the draft and final policy was the addition of the eight-point Strategic Plan, 
2013-2020 (hereafter referred to as the Strategic Plan, or implementation plan) to the final document. 
This plan outlined the strategic actions that needed to be implemented to effect the requirements of 
the mental health policy. It was added in the form of a tabular appendix to the final policy and seemed 
to operationalise the policy content into eight priorities for implementation, particularly focusing on the 
Areas for Action outlined in the body of the policy. The Strategic Plan was only added after the summits, 
following 18 months of further work by the Technical Advisory Committee and the Department of 
Health (DoH) to decide on the eight operational priorities. The plan provides a detailed outline of the 
key activities, outputs, target dates and responsible organisations for each of the eight prioritised 
implementation objectives.  
The eight objectives were: 
1. District-based mental health services and primary health care re-engineering  
2. Institutional capacity building (national, provincial, district) 
3. Surveillance, research and innovation 
4. Infrastructure and capacity of facilities 
5. Mental health technology, equipment and medicines 
6. Intersectoral collaboration 
7. Human resources for mental health 
8. Advocacy, mental health promotion, and prevention of mental illness.  
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Table 4.1: Post-consultation changes between the draft and final policy documents
Section Subsection Changes Additions Deletions Total 
Glossary of terms 3 5 2 10 
Introduction Scope - 1 - 1 
Context Context general - 1 - 1 
Current service provision - 3 - 3 
Policy and legislation 
mandates 
- 1 - 1 
Vision  1 - - 1 
Values and principles 1 - 1 2 
Areas for action Organisation of services 1 5 1 7 
Financing - 1 - 1 
Intersectoral 
collaboration 
- 1 - 1 
Advocacy - 1 - 1 
Human rights 1 - - 1 
Roles and 
responsibilities  
Minister of Health 1 1 1 3 
Director General - 1 - 1 
Provincial departments of 
health 
- 1 - 1 
District health services  - 1 1 2 
Designated psychiatric 
hospitals, care, and 
rehabilitation centres 
2 1 1 4 
Non-governmental 
organisations  




Police services 1 - - 1 
Order of sections  1 - - 1 
Totals  12 25 8 45 
A footnote to the Strategic Plan 
Summit Ekurhuleni Declaration (April 2012) and the Mental Health Policy Framework and approved by 
the Nati  (Department of Health, 2013, p. 40). This implies that the prioritised 
objectives for implementation outlined in the eight-point plan were to some extent determined by the 
national mental health summit and the summit declaration that resulted from that summit.  
A second substantive addition to the final policy was the appendix detailing Terms of Reference for key 
structures (hereafter referred to as Terms of Reference, or ToR). This provides detail regarding the 
functions falling under the mandate of the following key structures: i) district specialist mental health 
teams, ii) Ministerial Technical Advisory Committee on Mental Health, iii) Provincial Mental Health 
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Directorates, and iv) National Health Commission. It is possible that the discussions at the national 
mental health summit were also used to flesh out some of this detail. This is explored in later analysis. 
Apart from the additions of the Strategic Plan and Terms of Reference, it appears that the nature of 
most of the changes made to the final version of the policy would not have had a significant effect on 
the nature or directives of the policy. Many of the changes seemed to be more editorial than 
conceptual, for example, the reordering of headings, or changing of phrases such as mutual aid to self-
help. This suggests that the changes were as a result of editorial decisions made by the Technical 
Advisory Committee as they worked on the policy document following the summit and prior to its 
finalisation. Some of the additions to the Glossary section were definitions that were added where these 
definitions had been left blank in the draft version, such as for the terms psychosocial rehabilitation, 
recovery model, and task shifting.  
The most substantive changes in terms of content in the body of the policy were two additional 
subsections that were added under Areas for Action: Organisation of Services. In the draft policy, the 
two subsections comprising Organisation of Services were i) community mental health services and ii) 
the district mental health system. The two additional sub-sections appearing in the final policy 
document were iii) psychiatric services in general hospitals and iv) specialised psychiatric hospitals. The 
activities outlined in each of these subsections refer to the required actions to be taken regarding 
psychiatric services in general hospitals and in specialised psychiatric hospitals. Given the push towards 
deinstitutionalisation and community-based care, it is notable that the most substantive content that 
was added regarding mental health services relates to services provided at tertiary (hospital) level. This 
is 
which shows where the focus of resources should be in the integration of mental health in primary 
health care.  
A further addition made under Areas for Action: Organisation of Services also served to provide more 
context for the activities that follow, rather than changing the scope of those activities per se. The 
of mental health services, such that mental health systems should include primary health care, 
community-based settings, general hospitals, and specialised psychiatric services. A diagram showing 
Following this addition, the Areas for Action in Organisation of Services continue unchanged from the 
draft policy.  
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Two paragraph additions were also made to the Introduction and Context sections of the final policy. 
These additions referred mostly to comorbidities with mental disorders, and specifically to the 
responsibilities of the national DoH and other government departments regarding individuals with 
substance abuse issues and those with intellectual disabilities. In the Context 
unique challenges with respect to the legacy of apartheid and the abuses of the system were also 
further elaborated on in the final policy. These additions to the background and context of the policy are 
not likely to have had a substantive effect on the operational elements of the policy regarding provision 
of mental health services in South Africa.  
Finally, changes made to the Roles and Responsibilities sections also appear largely editorial in nature. 
Three bodies that were not mentioned in the draft policy are specifically referred to in the final policy 
document: Mental Health Review Boards, in the Advocacy section; the Ministry for Women, Children 
and Persons with Disability in the Roles and Responsibilities section; and the Mental Health Directorate, 
in the Roles and Responsibilities section.  
Table 4.2: Sections of policy which did not change between draft and final versions  
Unchanged sections Unchanged subsections 
Context Epidemiology 
Determinants of mental health and illness 
Costs of mental illness 








Human resources and training 
Psychotropic medication 















It is worth noting those sections of the policy that were not amended between the draft policy 
document prior to the provincial and national summits, and the final policy document released in 
October 2013. As shown in Table 4.2, a number of sections remained unchanged.  
In order to map this analysis of the changes between the draft and final policy documents onto later 
analysis of the summit transcripts, the changes were reorganised into the ten breakaway group themes 
from the provincial and national summits. The limitations of mapping content of the summit outputs 
directly onto policy outputs are addressed in the main analysis sections. The limits on what can be 
inferred from alignment or non-alignment are noted here, including the multiplicity of factors that may 
have contributed to what was (and was not) included in the final policy document. Not all of the 
categories or content of the changes from the policy corresponded directly to these breakaway group 
themes. It was therefore necessary to make interpretive decisions about the best fit, as well as to 
include additional themes where the content pertained to themes that were not explicitly included as a 
topic for discussion in the summit breakaway groups. In some cases, where there was more than one 
issue under discussion in a breakaway group, themes were split into two  for example, research, and 
monitoring and evaluation (surveillance). In eight cases, changes related to more than one theme and 
were recorded as such  hence the apparent increase in number of changes to the policy shown in Table 
4.3.  
In some cases, there was both a deletion and an addition  that is, a part of a sentence, a sentence or a 
section was deleted from draft policy, and an addition was made to the final policy. Themes 
corresponding to the deletion and addition would thus have been counted twice. Note, too, that some 
additional themes were included here even though they related neither to a specific summit breakaway 
group theme nor to changes between the draft and final policies. Later in this chapter, correspondence 
between recommendations made at the national summit and the content of the draft policy will be 
explored. In this analysis, additional themes were identified that related to both these 
recommendations and content contained in the draft policy. For consistency across these analyses, 
these additional themes are therefore also included in Table 4.3, identified by the blue text.   
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Table 4.3: Changes corresponding to the summit group commissions and other themes 
Themes Changes Additions Deletions Total 
Promotion and prevention 2 - - 2 
Monitoring and evaluation - 1 - 1 
Mental health systems 2 7 6 15 
Human resources - 2 - 2 
Infrastructure  5 3 2 10 
Research and innovation - - - 0 
Advocacy and user participation 2 2 - 4 
Culture and mental health - - - 0 
Mental Health Care Act implementation 2 6 - 8 
Mental Health Review Boards (MHC Act) - 1 - 1 
Suicide prevention - - - 0 
Medicines, equipment, and protocols - - - 0 
Governance - 5 1 6 
Intersectoral collaboration - 1 - 1 
Funding - 1 - 1 
Quality assurance - - - 0 
Child and adolescent mental health - - - 0 
Mental health and other conditions - 2 - 2 
Not applicable to a specific theme 2 - - 2 
Total 15 31 9 55 
Roughly a third of the themes listed above were associated with no policy changes. From Table 4.3, it 
seems that the major focus of amendments (n=15) from the draft to the final policy document was on 
issues relating to strengthening mental health systems, specifically mental health service provision and 
integration of mental health into primary health care. A number of these changes related to additions or 
amendments to terms in the Glossary section. As mentioned above, the most substantive changes in 
terms of Areas for Action were the addition of two new sections under Organisation of Services that 
outlined mental health care and treatment to be provided in general and specialised psychiatric 
hospitals; this was coded under both infrastructure and Mental Health Care Act implementation. Much 
of the new content under psychiatric services in general hospitals seemed to be related to 
implementation of the regulations contained in the Mental Health Care Act. The new section on 
specialised psychiatric hospitals outlined specialist mental health services to be provided in these 
hospitals. This could be seen as contrary to the WHO service organisation pyramid, which shows that 
the quantity of services needed is highest at community and primary health care level. 
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Changes to policy following consultation summit: Conclusion 
Of the 45 changes made to the mental health policy following the national summit, most appeared to be 
editorial in nature, and represented no significant changes in terms of the operational content of the 
policy. There were twelve changes to existing content, eight deletions, and 25 additions. The majority of 
the changes in terms of policy sections were made to the Glossary, Areas for Action: Organisation of 
Services, and Roles and Responsibilities sections. The majority of changes in terms of themes related to 
mental health systems. Four additions were considered to be substantive, particularly in terms of 
operational actions. Two subsections were added to Areas for Action: Organisation of Services that 
provided detail regarding the provision of mental health services in general hospitals, and provision of 
services in psychiatric hospitals.  
Two appendices were added to the final policy, both of which represented actions to be taken in the 
implementation of the policy: the eight-point Strategic Plan, which outlined priorities for 
implementation, and the Terms of Reference, which outlined actions for key structures. Given that the 
breakaway groups at the summit seemed to focus on adding recommendations to the draft summit 
declaration, it is possible that the summit outputs were used, not to change the policy itself, but to 
inform the implementation priorities and actions included in the two additional appendices. A 
comparison between the policy changes identified in this section and the recommendations put forward 
at the national summit may shed light on the deletions, additions, and changes made to the final policy 
following the consultation summits. This was explored through further analysis forming the main focus 
of this study. 
One of the initial conclusions that might be drawn from the results of this preliminary analysis is that the 
mental health consultation summits were simply a rubber-stamping exercise, as opposed to a genuine 
dialogue regarding the content of the mental health policy. Based on these findings, the focus of this 
study thus shifted to how the policy consultation process itself had unfolded. In particular, the aim was 
to trace the movement of knowledge inputs through this process, as a way of understanding whether 
and how these inputs might have been used to inform the policy. The key informant interviews thus 
became a way of gaining greater insight into the policy consultation process and how contributions were 
moved between and beyond the provincial and national consultation summits. While the analysis 
discussed above served as the point of departure for this study, the interviews provided a way into the 
consultation process. The findings of the interview analysis are discussed in the next section.  
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4.3 From the inside out: Reviewing the consultation process 
The purpose of the key informant interviews was to provide insight into the ways in which the 
enactment and inscription of knowledge inputs to the consultation process were facilitated. As such, the 
perspective of individuals from within the breakaway group sessions. The findings were expected to 
identify issues relating to: i) the enactment and inscription of embodied knowledge in group sessions 
(research question 1); ii) the way in which group processes facilitated movement of enacted to inscribed 
knowledge (research question 2); and iii) the movement of inscribed knowledge through the 
consultation process to inform policy (research question 3). The issues identified in relation to the 
intersection of different knowledge forms with the consultation process were used to develop 
possibilities that could be explored further in the document and transcript analyses.  
Interviews were analysed according to process-related elements. These process-related themes 
provided in
perceptions of how inputs to the consultation were used. Responses from interview participants 
regarding their knowledge about or involvement in the broader policy development process preceding 
and following the consultation summits were used to develop the detailed description of the case study 
context and the case itself; this has been included in the methodology chapter. In the final analysis, the 
information that the interviews yielded regarding the enactment and inscription of embodied 
knowledge within the different group sessions was limited to broader insights about the potential that 
there was for service-user representation at the summit. This is discussed below as it relates to the 
rationale for this study: the importance of attending to (eliciting and capturing) different forms of 
(embodied) knowledge during a consultation process. Interview findings are presented here using the 
convention of reporting findings under main themes and sub-themes, with verbatim quotes to illustrate 
these themes (Burnard, Gill, Stewart, Treasure, & Chadwick, 2008; Sandelowski, 2000).  
4.3.1 Follow-through from provincial to national summits 
All of the interview participants had been involved in some way in one or more of the provincial mental 
health summits, in addition to the national consultation summit. They were asked about whether and 
how recommendations resulting from provincial summits had been transferred to the national summit. 
This spoke to the movement of inscribed knowledge through the consultation process, and how 
procedural factors enabled or prohibited this. These findings are presented in Table 4.4. The overall 
finding that emerged here was that the process of transferring provincial summit recommendations to 
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the national summit was not systematic; it was either not done, was inconsistent, or insufficiently visible 
to convey a clear link between inscribed outputs from provincial summits and the national summit 
inputs and outputs.  
Table 4.4: Follow-through from provincial to national summits  
Sub-themes Participant responses 
Transfer from provincial to national 
did not happen or was not 
systematic 
And we felt that even though submissions were made at a 
provincial level, not all that information was taken through at the 
national summit (Bryanna). 
 
I think the main problem perhaps is the consultation that happened 
at provincial level, you know, perhaps not having sufficient voice at 
the, at the national level (Ingrid). 
 
Lack of information about whether 
and how provincial 
recommendations transferred to 
national summit 
led to provincial level recommendations feeding into the national 
ere, although that may have 
happened through some other forum (Charles). 
 
So basically [we had] a list of recommendations from a provincial 
, quite sure what the 
process was (Sameera). 
 
Space for feedback was provided at 
national summit different provinces was presented there (Chantal). 
 
There was somebody in charge, in the provincial office, of collating 
or summarising all of those views and there was a, there was a 
stage when, during the national summit, there was feedback from 
provinces. Some provinces were not as well represented, some 
provinces never managed to, um, hold their provincial summit, but 
those who did hold it were at least able to give some feedback 
(Zama).  
 
Provincial feedback at national 
summit was not consistent or visible 
enough 
I 






Provincial feedback at national 
summit was dependent on 
individual participants  
There was no direct talking to between the provincial summit 
have just depended on if you had a representative from your 
province who was at one of the [group] commissions (Sameera).  
 
What was important at the national summit was to then make sure 
that if you were from a particular province, and you came with 
that, sort of, feedback from your province, when broke away into 
the different sessions, it would have been important to make sure 
that, in your session, you carry through what your provincial, um, 
input would have been (Zama).  
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4.3.2 Impact of national summit: Signalled priority of mental health 
Two main themes emerged from questions regarding the purpose of the national consultation summit, 
and particularly the extent to which it informed the final policy. Some participants emphasised the 
significance of the consultation summits as a signal of the prioritisation of mental health by national 
government, and of the endorsement of the mental health policy process by the World Health 
Organization. This seemed to be considered an important end in and of itself, even where participants 
acknowledged that the policy document did not seem to have changed substantively following the 
consultation summits.  
Table 4.5: Consultation summits signalled priority of mental health 
Sub-themes Participant responses 
Signalled prioritisation of and 
commitment to mental health by 
national government/Minister of 
Health   
There was a high level of political commitment, [and] the national 
Minister came, for the morning of the first day and then came back 
again, I think, in the afternoon of the second day (Charles).  
 
There seems to be a commitment from the national Minister of 
Health, because he was at the summit and he says he wants this 
implemented (Sameera). 
 
For the first time, the prioritisation was attached to the power of 
political will, in the national Minister [of Health]. And people said 
s ear, we would love that. Because his word can make 
things shift (Sarah). 
 
The fact that the call came from national Department of Health 
says to us that, somewhere along the line, somebody realised there 
onal Minister of Health 
himself (Zama). 
 
Signalled endorsement of policy and 
policy process by World Health 
Organization 
The other thing that happened which was really good was that the 
Director of Mental Health and Substance Abuse at the WHO came 
to the South African national summit, which was a big thing, for a 
showed the Minister that this is a really important area (Charles).  
 
Raised profile of mental health  The purpose of the summits was, I think, a genuine, it was a 
think the purpose of the summit was to raise the profile of mental 
health (Sarah).   
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4.3.3 Impact of national summit: Influence on policy  
This theme provided insight into the movement of knowledge from enacted and inscribed forms at the 
consultation summit to the inscribed knowledge of policy. This process of movement between inscribed 
consultation recommendations and inscribed policy outputs has been referred to in the literature as 
influence, use, uptake, and follow-through. There were conflicting perspectives among participants 
regarding the extent to which inputs at the national summit were used to influence the mental health 
policy. Some participants highlighted key issues that had been flagged as recommendations at the 
national summit and that had subsequently been included in the final policy  in particular, the 
establishment of district mental health teams included in the eight-point Strategic Plan appendix added 
to the policy during the finalisation process. Others felt that the way in which the consultation had been 
conducted, as well as the availability of a draft summit resolution at the start of the summit, were 
indications that the process had been more of a rubber-stamping exercise than a genuine intention to 
engage in dialogue to review the policy. This seemed to be somewhat confirmed by observations that 
the policy document did not seem to change following the consultation summits, although it was also 
noted that the draft policy (already) reflected the issues being raised at the summit.   
Table 4.6: Impact of national summit: Influence on policy 
Sub-themes Participant responses 
The summit was not a 
genuine consultation, so did 
not influence the policy 
mean involvement and dialogue. Consultation really is government telling 
you what is their plan and then implementing that plan (Bryanna). 
 
Everyone has a different understanding of what a summit should be. For 
the NPO sector, we felt, it should have been a dialogue. You know, looking 
at unpacking all the problems and then being able to in a workshop set up, 
the summit was more, um, it was cast in stone. There was discussion, 
there was a lot of objection and a lot of issues were raised from the floor. 
But even  
 
And what concerned me is that when we got to the summit in the 
of the summit. It was already printed out. This was before the summit 
started. So now I was really taken aback. I said now listen, if the resolution 
e point? Because my idea was that we 
all come in there and we deliberate issues and then you draft your 
resolutions and you go forward. Then I realised that this was just a kind of, 
rubber-stamping to say that they had done consultation. You kind of, you 
know, did something and then you realise you have to go back and make 




Table 4.6 continued: Impact of national summit: Influence on policy
Sub-themes Participant responses
The summit did not seem to 
result in any changes to the 
policy 
No, I think it was, it did serve a purpose. What came out in the, both the 
provincial and the national summit, that reflects in the, in the draft policy 
the, the final one (Chantal).  
 
They were fairly minor, the overall framework and the structure was 
pretty much the same, was pretty much intact, and, you know there 
[hadn
recommendations actually found their way into the final policy. So  
 document, and then 
into the action plan. But the extent to which the summit document got 
the summit recommendations were not that different from the policy 
document (Charles). 
 
Then the real policy came out and it was the same policy. The policy 
comment, I can (Sarah). 
 
The way the summit was run 
gave participants the chance 
to give input and the policy 
did change in some key ways 
So, 
sort of the key issues that came out of those workshops were then  
summarised and put into this declaration. Then it was summarised in the 
another way].  And that was fine. I mean, I think in the 
really good (Ingrid). 
 
There were one or two very important issues that were clearly highlighted 
following the summit. And one of them relates to the establishment of 
district mental health teams. Such a concept was not even considered, let 
alone included in the last draft, but following the summit, that was one of 
the very important changes that I picked up in the latest draft (Zama). 
 
So, one of the recommendations we made was that in all training, of 
crucial to actually focus on language, and to make sure that when, from 
be health services, they should actually learn the most predominant 




4.3.4 Information regarding finalisation of policy following national summit  
Participants were asked about the access that they had to information about the policy finalisation 
process following the consultation, including whether further consultation had occurred during this 
time. This was expected to provide insight both to the process of follow-through, as well as the way in 
which summit inputs were subsequently used (to inform policy), depending on feedback that 
participants received about this.  
Interestingly, even participants who had been part of the summit organising committee, or of the task 
team established to finalise the policy, were either not clear about the process of finalisation and how 
summit inputs had been used towards this, or had only heard about the official adoption of the policy 
included in the Strategic Plan should have involved further consultation, and that due process had not 
been followed in this regard; thus, the priorities reflected more of a service-provider than a service-user 
perspective.   
Table 4.7: Information/consultation regarding finalisation of policy document  
Sub-themes Participant responses  
Lack of information regarding 
finalisation of policy 
We waited because that policy was supposed to have been launched in 
that the policy was already circulated to the provincial coordinators.  And 
it is the provincial coordinator in Cape Town where I got hold of that 




happening with this 
it 
online and there was nothing (Chantal). 
 
just 
of a formal procedure, and then you have a first draft of things, people 
comment, then you send it in, then you get a revision, then you get a 
second draft, etc. etc. So, 









Table 4.7 continued: Information/consultation regarding finalisation of policy document
Sub-themes Participant responses  




been, stretched to there. You know, the involvement of all the parties in 
the final development of the policy itself (Chantal). 
 
And then this year sometime we got a thing, draft mental health 
[implementation] 
saying there was no, like, back and forth giving inputs etc. We got the draft 
 
our involvement with the national one (Sameera). 
 
constitute the committee [task team], these are their areas of expertise, 
etc. What principles guided them in terms of constituting the national task 
team. And you should have frames of reference, etc. For me, I would think 
 So, you know, listen, that 
these are the experts in this respective fields. Because we know that 
certain people will have certain kind of, inclinations as far as certain things 
go. So, 
people that constituted that task team (Sameera). 
 
Then that committee was put together, and from that process, eight areas 
things that were selected. However, there may have been one or two 
other things that people would have liked to have seen in there. Again, 
that eight-point plan was never consulted. You know, the people in that 
committee will highlight what is important to them. The strongest voices 




4.3.5 Perspectives on the final policy: Implementation issues  
s of the policy consultation process, their 
perspectives on the final policy document were unanimously positive. This suggests that the process of 
policy development does not necessarily need to be viewed positively for the policy itself to be accepted 
as such. Some participants highlighted ways in which the policy differed in important ways from 
previous mental health guidelines. There was also, however, a general sense that the policy lacked 
service-user input, and may have been stronger  as well as differed in focus  had there been greater 
service-user involvement. The service-user involvement component is explored further in the next 
subsection.  
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and the final policy document involved concerns around the implementation of the policy. There was a 
sense that it was a good policy, but that the success of the document would only be revealed through 
effective implementation. Interestingly, participants frequently referred to the disconnect between 
national policy development and the implementation of this policy at provincial level, with some linking 
this back to the absence of a systematic process of follow-through of provincial summit inputs to the 
national (summit) level. This highlights the tension between moving from particular contexts of 
provincial needs and resources to the abstract level of policy, and back again in the implementation.  
Table 4.8: Perspectives on the final policy: Implementation issues 
Sub-themes Participant responses  
Implementation and 
monitoring  
e strategy for 
implementation. Policy has been written. Bu  who 
will monitor that implementation of that policy. 
rategy and, and guidance that 
needs to go with it (Bryanna). 
 
I just hope with the policy, that there will 
be monitoring and implementation. That there would be a system in place to 
actually look at that. Cos it does  just for the sake 




pessimistic. Just cautious (Sameera). 
Implementation at 
provincial level 
[There will be] provincial roadshows, where we meet with provincial health 
directors, and set out the requirements of the mental health action plan, what 
is expected from the provinces and really engage with them about how to do 
this. And I think a lot will depend on who comes to those meetings, you know, 
does the head of health for the province come, or do they deputise it to 
somebody else (Charles). 
 
happening at 
idea of having provincial summits leading to a national summit was great to try 
and bridge that gap. But I really am concerned about going forward now; how 
do you get your provinces to actually embrace it and dedicate resources to now 
being able to implement this plan beyond just these specialist teams (Ingrid). 
 
The implementation plan, is now going come to the provinces for 
not sure if national government has a plan to identify certain key things that 
will be funded in an extraordinary way over and above the usual allocations to 
province, but provinces will really have, you know, free rein, to implement 
those eight to ten things in the way that they see fit. Whereas if one had 
consulted that document with the provinces, and come to consensus around 
what the key issues are and what the time frames are, then you kind of can 
hold the provinces to what they said they would do (Sarah). 
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Table 4.8 continued: Perspectives on the final policy: Implementation issues
Sub-themes Participant responses  
More detail required for 
implementation  we should be doing. We need to integrate into primary health care. We need to 
is actually identify the roles and functions of all the different health care 
personnel in the heal
know, in terms of the structure for a mental health care plan at a district level, 
know, we must do this and we must do that, but, how to do it at district level 
needs to be made clearer for the districts, I think (Ingrid). 
 
lan but 
what is the implementation plan? So, 
now what does it mean for the man [sic] on the ground? Apart from guiding us 
(Sameera). 
 
In the policy, they state just one sentence which says each district must have a 
district mental health team. But because of how things work especially in the 
Eastern Cape province, if you do not sit and define what you mean by district 
mental health team, you may have a scenario where a psychiatrist gets 
actually have a very specific statement that says, for a district mental health 
team, you need a minimum of, and then list, you know, what you need (Zama). 
 
4.3.6 Opportunities for service-user involvement and input 
A number of questions were asked in relation to opportunities for service-user input to the consultation 
summits, including representativeness of participants, support available for service-user participation 
(including in terms of preparation), and the ways in which service users were included in the overall 
summit programme. This was of interest because of the focus of this study on how embodied 
knowledge inputs were elicited and captured during micro (group) consultation processes, with the idea 
knowledge.  
There appears to have been limited service-user representation at the provincial and national summits, 
which interview participants attributed to a number of factors. One was a lack of the necessary 
(government) support that would have enabled service-user participation, which was reinforced by the 
view that it was left to service-user advocates to take proactive initiatives to involve themselves. This 
service-user support needed to be in the form of both more tangible support such as funding and 
accommodation, and capacity-building support such as sufficient preparation time and assistance.  
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Negative or misinformed perceptions may also have contributed to this, particularly around the 
perceived inability of service users to advocate for themselves. Perhaps because of this, the limited 
service-user involvement at the consultation summits was perceived by interview respondents to have 
been tokenistic, lacking a genuine intention to incorporate service-user voices into the policy. The 
policy, as a result, was seen to be dominated by a service-provider voice, at the expense of issues that 
may have been emphasised had more service users had the opportunity to participate in the policy 
consultation and its subsequent development.  
Table 4.9: Opportunities for service-user involvement and input  
Sub-themes Participant responses 
Limited service-user 
representation at summits 
I think what it lacked was service-user involvement. For us, that was the 
human rights orientated if service users were given the chance (Bryanna). 
 
I had some issue with them because they put a limitation on the amount of 
of their experiences, you know, from different aspects (Chantal). 
Service-user involvement 
dependent on initiative of 
service users/service-user 
organisations themselves 
But through our involvement, because I knew of the summits happening in 
some of our NGOs had to actually contact the department and say I want to 
and we get involved (Bryanna). 
 
I got us on the mailing list of the Ministry. So that is the only way I know that 
the , what about other 
. 
More support required from 
government for service-user 
participation 
lack of understanding, what does a mental health care user require to be 
they need support staff. And we had to get into arguments with the 
service-user 
understanding even from the Department side (Bryanna). 
 
lways a problem. Especially when you 
have to revi  they would tell you, the deadline is in two days, 
but then the document is this thick [shows with hand] so, you know, you 
ntal 
health care users. Means I now quickly need to consult with other mental 
health care users because I need to get their view as well. So, it makes it a 
bit difficult (Chantal). 
 
It would have been nice to have had a stronger mental health service-user 
input, but I think that reflects that nature of how service-user organisations 
 advocacy lobby group; I 
think we should be doing more to try and support them to take on that role 
(Charles). 
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Table 4.9 continued: Opportunities for service-user involvement and input 
Sub-themes Participant responses
Service users not involved 
because of negative 
perceptions  
I think even globally, people still think, you know, people with mental illness 
emselves. And, even come up with resolutions themselves, 
you know? (Chantal). 
 
And I think the biggest barrier is the still prevalent view that if you have a 
which is not true. People 
avenues for their engagement was not that accessible to them. Either 
because nobody is inviting them, or in my case, they were invited, but we 
 
 
Involvement of service users 
that did occur was tokenistic  
And although they invited service users, a declaration was written up, 
without service-user involvement. And what happened in the end, a 
with t
a slap in the face (Bryanna). 
 
The people that came and gave a talk, to open it, they gave key-note 
presentations, in the plenary, it was Dr So-and-so from the University of 
XYZ, it was Professor So-and-so from the Organisation of ABC, and so it went 
on and then it came to the last person, and there it was just Joe Bloggs, 
service user. There was no organisation affiliation, he was a different animal 
to all the rest. So, all he needed to do there was come and stand there, 
user come and tell you a story, but nobody else was telling their stories! 
appropriate. So,  
 
Policy not as representative 
of a service-user focus as it 
could have been  
Service-user involvement was for us the biggest absence, the biggest void. 
Knowing that we had service users, even on the technical task team, it 
service-user advocacy. And the policy would have been very proactive and 
very human rights orientated if service users were given the chance 
(Bryanna). 
 
In terms of gaps in the policy, I think it would have been nice to have had a 
stronger mental health service-user input (Charles). 
 
service-provider voice. And powerful 
voice, always sticks out. Now service-provider voices are hugely strong. They 
, and 
gives us an opportunity to flip that on the head, and say, psychiatry is a 




4.3.7 From the inside out: Conclusions  
The key informant interviews highlighted several positive aspects about the mental health consultation 
summits. These included a signal as to the importance of mental health to national government, as well 
as the inclusion of certain key issues that had been put forward as recommendations as implementation 
priorities on the Strategic Plan. Some tentative propositions can be drawn from this. The first is that 
policy consultation may be valuable as an end in itself, if it raises the profile of the issue (in this case, 
mental health) and demonstrates the commitment of government to prioritising this. The second is that 
the summit recommendations, while not appearing to change the content of the policy document, may 
have been used to inform the identification of implementation priorities on the eight-point Strategic 
Plan appendix added following the summit. Furthermore, although participants identified a number of 
problems in terms of the process followed during and after the consultation summits, their consensus 
that the policy is a good one suggests that the absence of a fully inclusive and transparent process does 
not necessarily affect perceptions about the final product.  
In terms of the extent to which inscribed knowledge moved through the consultation process to inform 
policy, the lack of information and consultation during finalisation of the policy subsequent to the 
summits makes it difficult to determine exactly how consultation inputs were used. Interview findings 
confirmed what had been suggested by the comparative analysis of the draft and final policy documents 
conducted in the preliminary phase of this study  that there were few substantive changes to the policy 
following the consultation. This suggests that, at the level of inscribed knowledge at least, there was not 
much follow-through of inscribed knowledge from the summits to the final policy. However, as one 
participant intimated, many of the issues raised at the national summit may have already been reflected 
in the draft policy. However, a number of process-related elements identified in these findings suggest 
that, at worst, the consultation may have been a rubber-stamping exercise  such that inputs would not 
have been used to further adapt the policy  or, at best, the consultation process was not structured in a 
systematic way that could have optimised the transfer of inscribed knowledge through the process to be 
utilised in finalisation of the policy. 
Interview findings also suggested a number of insights into how the consultation process enabled or 
constrained movement of knowledge. At the one extreme identified above, the sense that some or all of 
the consultation outputs were predetermined would have acted as a significant constraint on the 
opportunities for enacted and inscribed knowledge to move through the process. In other ways, 
however, it seems that the movement of knowledge  particularly from provincial through to national 
summits  was somewhat ad hoc. This meant that opportunities may have been limited in terms of 
moving embodied knowledge through enacted knowledge to inscribed knowledge, in order to use this 
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knowledge towards informing policy. The findings from this analysis seem to highlight quite strongly the 
tension between moving from the specific contextual knowledge (e.g. individual level or provincial level) 
to the more abstract inscribed knowledge of policy, with subsequent implications for policy 
implementation. This was confirmed by interview participants raising concerns about the lack of detail 
contained in the policy and the potential difficulties of this in effectively implementing the policy across 
different provincial contexts.  
These findings point to the influence at the level of the individual on the consultation process and 
outcomes  through, for example, individual knowledge contributions, initiative required of individuals 
to ensure participation and representation at the consultation, and the endorsement of the process by 
certain key individuals. The findings also highlight the importance of ensuring inclusion of a wide range 
of perspectives in the consultation process. In this case, there seems to have been inadequate service-
user representation at the national summit. The lack of opportunities for service-user involvement 
provides some insight into how the broader organisation of the process may have affected how 
findings suggest barriers to service-user participation in terms of preparation and support for enabling 
participation. They also indicate that what representation there was may have been somewhat 
possibility that these would be captured and transferred as inscribed knowledge may have been limited. 
breakaway group discussions are explored in the next section.  
As mentioned at the start of this section, these interview findings were used to identify key threads or 
propositions in relation to the research questions that might be explored further in the analysis of 
summit documents and transcripts. It is worth briefly summarising here what these findings seem to 
suggest at this point about each of the three research questions:  
1. 
consultation process? Although interview findings provided limited insight into what was 
happening during group discussions at the summit, they reiterate the importance of attending 
to the influence at the level of the individual during such processes. They also suggest that the 
nature of embodied knowledges that were enacted during these small group sessions may not 
reflect the experiences of mental health care service users, and that the policy itself lacks a 
strong service-user perspective.  
 
176 
2. How did the consultation process enable or constrain the movement of knowledge from enacted
to inscribed forms? While there were several positive aspects of the consultation summits, these 
findings suggest that the process did limit opportunities for the movement of knowledge from 
embodied to inscribed forms in particular ways.  
 
3. How did inscribed knowledge outputs from the consultation move through points of abstraction 
to inform policy? These findings indicate that the inscribed knowledge from the consultation 
summits may not have been used in any significant way to change the final policy. This suggests 
that the in-depth analysis of summit documents and transcripts may not reveal a great deal of 
follow-through of content. There are also indications, however, that summit inputs may have 
been used to inform the identification of implementation priorities, such that greater alignment 
might be revealed between summit recommendations and the eight-point Strategic Plan.  
knowledges were moved from enacted to inscribed knowledge during group discussions, and from 
particular or idiosyncratic knowledges to more abstracted forms of knowledge.  
4.4 Embodied knowledge enacted  
This section presents the findings from the analysis of 
whether particular forms of embodied knowledge 
(specifically, experiential and evidence-based knowledge) 
were more readily attended to during their enactment, as 
well as whether they were transferred to inscribed forms. 
This analysis was thus focused at the individual level within 
group sessions at the consultation summit. An 
understanding of what was happening at this level with the 
elicitation and transfer of knowledge might provide insight 
into why knowledge inputs at the consultation summit did not appear to result in substantive 
amendments to the final policy.       
The focus of this analysis was thus to identify the types of knowledge that policy consultation 
participants explicitly drew on during the breakaway group discussions at the national mental health 
summit, and how these knowledge types were used and responded to in their enactment. A secondary 
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aim was to assess whether the type of knowledge claim made by participants seemed to influence 
uptake (inscription) into group recommendations. A number of factors could of course have affected the 
follow-through of particular knowledge claims into group recommendations, including pre-determined 
agendas or dominant voices or individuals in a position to influence uptake. It is also possible that a 
particular issue was put forward in several forms  that is, drawing on both evidence-based and 
experiential knowledge claims  and it is thus not possible to tease out more particularly what 
influenced its uptake into recommendations. It is therefore neither feasible nor advisable to draw a 
linear or causal link from type of knowledge claim to recommendation uptake. Nonetheless, an analysis 
of the kinds of knowledge claims that seemed to be more  or particularly less  reflected in 
recommendations than others might yield useful information about what knowledges are more or less 
amenable than others to transfer and capturing in policy consultation processes.  
Of particular interest was whether participants seemed to draw primarily on evidence-based knowledge 
or on experiential knowledge to back up their statements or proposals. As will be shown below, there is 
some indication that participants were made aware  either explicitly or implicitly  that proposals 
should be linked to evidence and to clearly identified, measurable indicators in order to be seriously 
considered. In addition, the group discussions were framed by presentations from individuals identified 
as experts on the topic under discussion. It was therefore expected that, on the whole, there would be 
more reference to evidence-based knowledge claims than to experiential knowledge claims. Although 
this turned out to be partially the case, there was far less reference than anticipated to either evidence-
based knowledge or experiential knowledge. 
As described in the methodology chapter (Chapter 3, section 3.7.3.3), detailed analyses were conducted 
across each of the themes discussed here. These showed inter-group differences and similarities with 
respect to how explicit knowledge claims were used and moved through group sessions. This was a 
necessary step in the analysis in order to subsequently collapse group results to identify patterns in 
terms of the use of evidence-based and experiential knowledge claims across all groups. The more 
detailed analyses are included as Appendix 6. In this section, the findings that emerged from these 
analyses that are most relevant to the aim of this study are presented.  
The findings in this section are presented in three subsections. The first provides an analysis of the types 
of knowledge claims made through the presentations and discussions in the ten breakaway group 
sessions at the national summit, specifically identifying the occurrence of claims making reference to 
evidence-based or experiential knowledge. The second subsection considers the enactment of these 
knowledge claims, with the analysis focusing on what these knowledge types were being drawn on to 
do, and the extent to which particular types were  or were not  responded to within the discussions. 
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The third subsection assesses the extent to which these types of knowledge seemed to be reflected 
that is, inscribed  in the recommendations put forward by groups at the plenary session.  
4.4.1 Types of knowledge claims 
Presentations and discussions within each of the ten groups were coded according to whether speakers 
made reference to experiential knowledge or evidence-based knowledge. Where neither of these types 
of knowledges was explicitly drawn on, content was coded as Other. The coding framework used in this 
analysis is detailed in the methodology chapter (Chapter 3). Detailed analysis, on which the findings 
presented here are based, is included in Appendix 6.  
Within both the experiential knowledge and evidence-based knowledge categories, second-level 
analysis was conducted. Content was further categorised according to whether these claims were made 
within the formal presentations or during the discussions. As mentioned above, it was expected that 
there would be more frequent reference to evidence-based knowledge in the formal presentations and, 
as a result, that this might to some extent have framed the content of the discussions. Two limitations 
are worth noting again at this point: firstly, not all of the within-group presentations were available on 
audio, and secondly, there was variable quality in the audio recordings, restricting quite substantially 
what could be heard and transcribed in some groups.  
A total of 130 evidence-based knowledge claims and 95 experiential knowledge claims were identified. 
However, in most of the talk (both presentations and discussions), no reference to either of these 
knowledge types was found; this content was thus coded as Other. Examples of each of these types of 
Other talk are included in Appendix 7. For the purposes of this analysis, inaudible talk was also coded as 
Other, so that total calculations could correlate. Talk within this Other category varied considerably and 
included the following: 
 Introductions and greetings. 
 Instructions and logistical information. 
 Within presentations  theoretical background and descriptions or explanations with no explicit 
reference to evidence or experience.  
 Comments on presentations and presenter responses to questions or comments. 
 Suggestions for changes to words, phrases, or content on one of the documents being reviewed. 
 Requests for clarification/provision of clarification of terminology and concepts. 
 Reframing or summarising previous points made, primarily by the Chairs. 
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 Attempts (also mostly by Chairs) at refocusing discussions and/or requests for more feasible 
proposals. 
 Adding to, reiterating, or countering statements made by others.  
 Providing information, descriptions, or explanations phrased in the abstract, without specific 
reference to evidence-based knowledge or experiential knowledge. 
 Generic observations or opinions, proposals, or appeals. These were mostly used in reference to 
what was currently happening and/or to what needed to happen, without explicit reference to 
either evidence-based or experiential knowledge from within a specific (personal) instance.  
 Formulating and prioritising recommendations. 
 Feedback to the group from the rapporteur/s. 
Most of the experiential knowledge claims referred to practical or professional on-the-ground  
experience, and most was referenced in the collective (e.g. in our experience ; what we have found ...). 
Claims framed around experiential knowledge were used in a number of ways in the group discussions, 
including: i) to call attention to problems  whether in terms of current practi
experiences  not currently addressed in the policy or encountered in the implementation of policy 
proposals; ii) to share lessons learned in implementing certain policy proposals; iii) to back up claims 
about problems or what was not working, usually as a way of calling for particular solutions; iv) to 
provide detail about what was working, as a way of proposing that this be adopted as a solution; and v) 
to make claims for particular solutions over others. The purposes for which experiential knowledge was 
drawn on are explored in more detail in subsection 4.4.2.   
As mentioned above, there are indications that participants seemed to be aware  either implicitly or 
through explicit guidance  that it was important to frame recommendations in concrete (evidence-
based) terms, preferably linked to targets and measurable outcomes. This was either evident 
throughout group discussions, implicitly guided by Chairs or rapporteurs (such as in Group 3, for 
example, where the Chair consistently requested group members to link recommendations to explicit 
indicators or targets) 
for tangible recommendations based on evidence. One participant in the child and adolescent mental 
health group, for example, proposed that they link their recommendations to neuroscience research as 
a way of increasing the likelihood of them receiving attention. In addition, in at least one instance, one 
of the summit organisers from the DoH attended part of a group discussion and raised the issue of what 
was likely to be attended to when prioritising recommendations. This extract is included in Box 4.1.  
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Box 4.1: Explicit guidance from summit organiser regarding framing of recommendations 
I mean, the biggest need for all of us is really to focus on what is evidence, and what can make a 
difference, and I think all these other anecdotal stories are going to come but really, you can't put a 
bigger solution for them, because they're not really substantial to make an impact. I think the second big 
difference with minimal resources  so the 20 percent of resources that can make the change. I think 
the other part, of course, is really  it's not going to be solved by one particular approach. It is going to 
be a combination of approaches, and they're done in a manner that they work together and they're 
coherent, and they create one compact aspect so the notion that a case management would be better 
than a sort of a broader support by community health worker, that's not going to work.  
And so, all these solutions must be seen as contributions to a combination of solutions that will make a 
difference. I think the last part is that there are a number of very important initiatives that are 
happening in government, so whatever proposals, one needs to find how they fit within this. I think the 
((inaudible)) is around re-engineering of primary health care with so-called, you know, stream at 
community level - it's an important policy where you could make a huge difference. I am actually very 
interested in the idea of the different levels of really assessing the quality of the counsellors and their 
level of readiness, and really identifying those outstanding points, that point you were making over 
there. I think those are the things that we need to figure out. 
... 
Let me just be very controversial on this. The point about it - and this is really what I'm raising to all of us 
here, is that the point about it, when the recommendations come, they will be assessed amongst other 
recommendations. They will be assessed on the possibilities of whether they are feasible; they will be 
assessed in terms of the costs and the benefits that they provide. They will be assessed at the level of 
evidence they provide. They will be assessed, in a sense, [on] how they contribute and align and 
harmonise with other - at the end of all that, then you have to make a call and see what [the] resources 
are.  
So, it's very important for people making recommendations; they actually consider those because that's 
the [iterative] process I'm going to be going through, to be honest, when I get your recommendations. 
That's a process I'm going to go through, to see to what extent these recommendations are going to 
make a difference. So, I think it's very important for us to be very focused, pick the things that we think 
can make a difference, you can scale them up, they can make a difference, and so I think it is absolutely 
 
Evidence-based knowledge was largely referenced within formal presentations to highlight where 
problems were and what solutions had been shown to be effective. In many cases, presenters referred 
to their own research work, although there were also references to other national and international 
research evidence, and to international best practice (e.g. guidance from WHO) in order to support 
claims. Some of this made reference to data  without making explicit reference to the source of this 
data. In the group discussions, evidence-based knowledge claims were used in several ways: i) to 
elaborate on or explain points made; ii) iii) to caution around the 
feasibility of proposed interventions by referring to or critiquing available evidence; iv) to justify or back 
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referring to evidence to highlight gaps; v) to demonstrate the significance of 
problems to be addressed; or vi) to demonstrate effectiveness of proposed interventions.  
In order to contextualise the knowledge claims made during each group discussion, it is useful to note 
whether and how the formal presentations seemed to frame or influence the discussions. Further 
analysis was thus conducted to distinguish between when experiential and evidence-based knowledge 
claims were made during the formal presentations versus during the group discussions. It seemed likely 
that the presentations might reflect a more formalised form of evidence-based or scientific knowledge. 
However, it is worth noting that the presenters mostly joined in the discussions and, in some cases, 
were quite vocal and/or were deferred to by group participants, which may have placed a more 
evidence-based slant (where presenters were more likely to draw on such knowledge) on discussions 
than in other groups. In addition, in some groups there was an almost equal split between these two 
forms of expertise   experiential knowledge and evidence-based knowledge  in the formal 
presentations; in other groups, both presentations were strongly experiential. It is also possible that 
presenters relied on their expert status to give authority to their experiential knowledge claims. 
Attention will be drawn to where these instances occurred and may have influenced the findings in the 
discussions below.  
Table 4.10 shows examples of the two main types of knowledge claims identified within the group 
discussions: evidence-based knowledge and experiential knowledge. The coding definitions for each of 
these claim types can be found in the coding framework in Appendix 4.  
182 
Table 4.10: Examples of knowledge claim types
Knowledge claim type Examples 
Evidence-based 
knowledge claims 
The second point related to that is the discussion about task shifting because we all 
within our different professional categories have historically performed certain roles. 
But a lot of the discussion in World Health Organization and in mental health 
literature in recent years has been around the issue of task shifting. So, for example, 
in the UK, there s a specific programme to train nurses in specific aspects of cognitive 
behavioural therapy for depression and other common conditions. Or in India, there 
are programmes to train community health workers in interpersonal group therapy 
for depression. And I think that question of task shifting and what is done at what 
level is quite critical. (Speaker 9, Group 4)  
 
I was reading this book called The silent cure by [Helen Epstein], not sure if folks have 
read it, but it's really an account  she's a medical anthropologist and epidemiologist 
that has done a lot of work on the continent. And she calls attention to the fact that 
the average number of sexual partners among people in Africa is really no different 
from the average number of sexual partners in North America and Europe. It s the 
same ballpark figure. So, it s not clear that it s the number of sexual partners that s 
the issue, but what she does call attention to is the different kinds of sexual networks 
that operate on this continent compared to other continents. (Speaker 3, Group 5)  
 
And also what we don t know is, we don t know what happens in the rural areas.  
Because if you look - if you ll allow me just to mention this book of mine, which is 
suicidal behaviour in South Africa, which gives quite a lot of data, but, if you look at 
the studies that I quote in here, most of them are based on hospital and mortuary 
statistics. We don t really know what happens in the smaller towns and villages 




I just want to share  in correctional services, because of the nature of the thing, of 
the correctional environment we tried to verticalise . You know what happened? HIV 
services, mental health services died. Because t chronic 
disease, I won t do mental health, I won t do HIV and if that nurse is not there for a 
month, it  treatment. I think for three to four years, 
we trying to reverse that but the nurses say, you said we must do this only and we 
won t do the others. (Speaker 26, Group 1) 
 
I still miss the days when our psychiatric community sisters had cars. And they could 
drive to the patient s home, and they would come to Chris Hani Baragwanath hospital 
with their files and they would tell us exactly what s going on and they d say You 
know what? So-and-so didn t come for an appointment. I m just going to pop down 
and see what s going on at the house . What s happened to that? Talk about 
community care. Let me understand what s happened to the community psychiatric 
nurse in her car, who lived and understood and knew the community that she 
serviced. And would liaise with us and say Hey, watch out for so-and-so because we 
haven t seen them for a while. Don t know what the hell s going on. Be on the 
lookout . What s happened to that? Where ve they gone? I don t know. It s very sad. 
Funding? Yes. Funding. Organisation. Administrative efficiency. (Speaker 1, Group 3) 
 
What I ve done this morning is bring you  I would like to just pass them round  
some 
I m on the board of an NGO, and the health department has suddenly, for no reason, 
stopped paying them. They have done that to a lot of NGO s, this particular one that 
I m passing around is the [name of NGO]. Now, [NGO name]  
Now, these are the people that are not being paid. And I think this is just so 
horrendous and so important that I think it should take precedence very much 
because when it gets to the situation that we have to rectify this situation through 
going to the media, I think it is chronic. (Speaker 32, Group 10) 
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The percentages of talk drawing on experiential, evidence-based, and Other knowledge claims in the 
breakaway group presentations and discussions are shown in Figure 4.2 below. The talk that did not 
draw explicitly on either evidence-based or experiential knowledge claims (i.e. Other) comprised the 
bulk (62%) of group presentations and discussions across all ten groups. Evidence-based knowledge 
claims (22%) were made slightly more frequently than experiential knowledge claims (16%).  
 
Figure 4.2: Percentage of types of knowledge claims in breakaway groups  
More detailed analysis of how experiential and evidence-based knowledge claims were used in each 
breakaway group at the national summit is presented next. For ease of reference in the presentation of 
these findings, the titles of the breakaway group topics have been abbreviated, as shown in Table 4.11.  
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Table 4.11: Abbreviation of breakaway group titles
Title of breakaway group at national summit Abbreviated title used in analysis 
Group 1: Mental health promotion and prevention of 
mental disorders 
Prevention & promotion 
Group 2: Mental health research and innovation, and 
surveillance  
Research & surveillance 
Group 3: Mental health systems Mental health systems 
Group 4: Mental health infrastructure and human 
resources 
Human resources & infrastructure  
Group 5: Mental health and other conditions  Mental health & other conditions 
 
Group 6: Mental Health Care Act of 2002  lessons learned 
from implementation 
Mental Health Care Act 
Group 7: Child and adolescent mental health Child & adolescent mental health 
Group 8: Culture, faith-based practices and indigenous 
mental health practices 
Culture & mental health 
Group 9: Suicide prevention Suicide prevention 
Group 10: Advocacy, social mobilisation, user and 
community participation 
Advocacy & user participation 
Figure 4.3 shows a more detailed breakdown of the use of evidence-based and experiential knowledge 
claims in the ten breakaway groups, showing the percentage of explicit knowledge claims made in each 
group compared to talk coded as Other. Within the explicit knowledge claim bars, the proportion of 
experiential versus evidence-based knowledge claims is depicted. Participants in Group 8 (culture & 
mental health) seemed to make less reference to explicit evidence-based and experiential knowledge 
claims than other groups. It should be noted, however, that this is the only group for which there was no 
audio of either of the two formal presentations, which limits the interpretation of findings for this 
group.  
The greatest proportion of knowledge claims were made in Group 6 (Mental Health Care Act), with an 
almost equal split between experiential and evidence-based knowledge. There were no references to 
experiential knowledge claims in Group 2 (research & surveillance), and Group 4 (human resources & 
infrastructure). In general, more evidence-based knowledge claims than experiential knowledge claims 
were made across all groups. A more detailed analysis of the breakdown across groups can be found in 
Appendix 6.   
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Figure 4.3: Types of knowledge claims used across breakaway group themes 
Within the explicit knowledge claim theme, second-level analysis was conducted to determine whether 
more evidence-based or experiential knowledge claims were made during formal group presentations or 
during group discussions. Given the emphasis on ensuring that policies are evidence based, it seemed 
likely that the more formal presentations would emphasise evidence to highlight gaps and challenges 
with respect to mental health, as well as best practices and effective interventions. By virtue of the 
more experiential knowledge claims, together with evidence-based claims.  
Of the total 95 experiential knowledge claims made, 59 (62%) were made during the discussions, and 36 
(38%) were made during the presentations. Of the 130 evidence-based knowledge claims, 32 (25%) 
were made during the discussions, and 98 (75%) were made during the presentations. A more detailed 
breakdown of the use of experiential and evidence-based knowledge claims in the presentations and 
discussions in each breakaway group is shown in Figure 4.4. As mentioned and shown above, Other was 
the predominant form of talk in all groups, relative to the explicit use of knowledge claims. Talk coded as 
Other was left out of Figure 4.4 to allow for more nuanced comparison of how evidence-based and 
experiential knowledge was used in the breakaway groups.  
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Group key: 1. Prevention & promotion; 2. Research & surveillance; 3. Mental health systems; 4. Human resources & 
infrastructure; 5. Mental health & other conditions; 6. Mental Health Care Act; 7. Child & adolescent mental health; 8. Culture 
& mental health; 9. Suicide prevention; 10. Advocacy & user participation 
Figure 4.4: Types of knowledge claims in breakaway group presentations and discussions  
As seen in Figure 4.4, more evidence-based knowledge claims were made during the presentations and 
more experiential knowledge claims were made during the discussions across all but one of the seven 
groups in which both types of knowledge claims were made and for which access to audio for the 
presentations was available. This pattern was reversed in Group 9 (suicide prevention). This may be 
because one of the presentations in this group focused explicitly on the experience of setting up a 
suicide prevention helpline. More detailed analysis of the breakdown across groups is included in 
Appendix 6.  
It appears, then, that evidence-based knowledge was drawn on with slightly more frequency than 
experiential knowledge during breakaway groups at the national summit. However, as the findings 
above have shown, much of this evidence-based knowledge was contained in the formal presentations. 
What is more notable from this analysis is that very few explicit knowledge claims  whether evidence-
based or experiential  were made in all the group presentations and discussions. Most of the talk could 
be classified as Other. The implications of these findings will be further explored in Chapter 5.  
In the next subsection, the way in which these knowledge claims were used (enacted) by participants 
during discussions will be explored.   
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4.4.2 Enactment of knowledge claims  
4.4.2.1   Functions of knowledge claims: What were they being used to do? 
The aim of the analysis presented in this subsection was to explore, firstly, what experiential knowledge 
claims and evidence-based knowledge claims appeared to be drawn on to do during group discussions. 
Given that the breakaway group discussions represented the enactment of knowledge, it was useful to 
consider how such knowledge was being enacted. A secondary level of analysis explored whether there 
appeared to be an association between particular types of knowledge claims (i.e. experiential and 
evidence-based) and the function they seemed to serve. The analysis here focused only on experiential 
and evidence-based knowledge claims made during the group discussions, as the formal presentations 
could be argued to be governed by pre-existing conventions regarding structure and content. There 
were thus 59 experiential knowledge claims and 32 evidence-based knowledge claims available for this 
analysis.  
Three main functions were identified for which both experiential and evidence-based knowledge claims 
seemed to be employed. These were to illustrate a current (
implications of or motivate for a particular proposal, and to engage with previous points made. Each of 
these functions could be further differentiated. Where knowledge claims were made to illustrate a 
current situation, this was either in relation to a particular challenge encountered, or in relation to a 
solution or best practice being utilised. Where implications of a proposal were highlighted, knowledge 
claims were either drawn on to highlight the benefits of such proposals, or to highlight the 
was either in support of a previous point, or to counter it.  
Examples of each of these knowledge claim functions are presented in Table 4.12. It is worth noting 
described above were identified as a result of patterns noted during this coding. It is notable, then, that 
explicit knowledge claims were being employed predominantly to highlight whether and how policy 
y 
consultation events could be to identify gaps and opportunities for policy implementation. The converse 
of this is the finding that so few explicit knowledge claims were employed in general, given the value 
they could hold to support or counter policy proposals with respect to implementation implications. This 
consultation-implementation link will be explored further in Chapter 5.      
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Table 4.12: Examples of functions of knowledge claims















In fact, in another study, which I haven t spoken about here, we are 
conducting interviews with patients who meet the diagnostic criteria 
for major depressive disorder, and we are trying to elicit from them, 
in the local expressed language  Xhosa in this case  the 
manifestations of depression from their own perspective  And what 
we are finding is that a lot of people are talking about the somatic 
dimension of depression. People are reporting pain and idioms of 
distress, such as y heart is sore , y mind is not right , those 
kinds of idiomatic expressions of distress. And finding the language to 
be able to express that is part of the challenge that we are trying to 
engage with. (Speaker 3, Group 5) 
 
Experiential  
Then my other concern is, as a community member of the mental 
that to the community, be a resource in the community. But then 
many a times we find that that the patient says, the user says, that 
he medication I m getting is not treating me well; there s a lot of 
side effects. And if I go to work, I ve got this mask face, and 
immediately people recognise that and, you know, that s where the 
whole stigma and discrimination starts all over again . So, many a 
time, the psychologists, the doctors, doesn t wanna listen to us, the 
user, or even, you know, as a board member that try and adjust the 
medication so that this person can function as normally as possible in 
the community. Those other are the nitty gritty s that I thought that 












And then fourthly I wanted to mention the WHO norms for mental 
health, which includes norms for human resources. I don t know if 
people are familiar with them but in fact the lead author on that was 
(name)  who spoke yesterday. And that model, which is available 
online, follows a fairly similar process to the one that (presenter) has 
outlined and from that one s able to look at looking at staff norms 
based not just on a needs-based or epidemiological approach, but on 
a demand-based approach, which I agree is really the way to go. 
(Speaker 9, Group 4) 
 
Experiential  
If I may share some of what we re finding, is working on the ground 
as an NGO  We are trying to roll out psycho-social services for 
children in a children's home with a zero budget and only one 
qualified psychologist. And we re having quite a lot of success in 
terms of task shifting. We are using volunteers from all over. A lot of 
pupilships; large companies are sending us volunteers so that we can 
then deploy them playing soccer with the children, helping them with 
homework  or 
as little as possible  bring the services to the kids who really need 
them, and we're finding that using volunteers and interns is a 
wonderful pathway. (Speaker 11, Group 7) 
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Table 4.12 continued: Examples of functions of knowledge claims
Theme Sub-themes Knowledge claim type and examples 
 
Highlight 









of, or motivate 
for, a proposal 
Evidence-based 
Can I also say, and that the evidence shows, that we know like the 
one you need a bit more than one counselling on site. Yes, have it on 
site, initially, but I mean what the international evidence shows that 
the most effective programmes, and here we re talking about mental 
health promotion for maternal depression and promoting psycho-
social stimulation which can have long term impact, twenty years 
later ((inaudible)) is through home visitation programmes. Because 
you know we can t be guaranteed that mother who s got maternal 
depression s going to come back to the facility. (Speaker 1, Group 1)  
 
Experiential  
I started reading On recovery about a year ago, and personally, I can 
say that there s been a fundamental change in my own levels of job 
satisfaction and enjoyment. The reward when you start seeing the 
positive, and helping people to see that and bring it out is just 
immense  The point about the recovery movement is that we create 
a force that actually allows us to get the job done  not only get the 












or argue against, 
a proposal 
Evidence-based  
Please, can I just say, I think that it s a bit of a problem that we can 
put wonderful things here, but what is actually possible and feasible 
within our resources of today? So, I would endorse that we need to 
promote strong families or whate
programmatic interventions to strengthen families, both (name) and I 
have been involved in a random controlled trial of a family 
strengthening programme, and it s quite resource intensive. You 
know, so you need warm bodies to actually facilitate those 
programmes  So, the issue is, do we use our limited resources for 
everybody? That s really nice, but in a resource-constrained situation, 
which we have, do we try and rather target those particularly in need 
of a strengthening programme? (Speaker 1, Group 1)  
 
Experiential  
I d like to say something coming from the ground. I d like to comment 
on the issue of dedicated person at each facility. Being a person who 
is working on the ground, I have observed that really if you have a 
dedicated person in a clinic who is doing mental health, you tend to 
have a relationship with your patients. The patients, when they come 
they know who to contact and whenever they start to develop either 
side effects or whatsoever, they are very open. And when they 
change or when introduction of integration started, whereby any 
professional has started could render mental health services, we 
realised that it led to default rate, because patients were not having 
relationships with a particular nurse and some of the nurses were not 
even having passion in mental health. (Speaker 28, Group 3) 
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Table 4.12 continued: Examples of functions of knowledge claims











I agree with (name). I think under-reporting is a big problem in this 
country, mainly because of the distribution of people. Rural versus 
urban. The second point that I just want to support (name), is that the 
study that I just completed in the Durban, the three Durban 
mortuaries, showed me conclusive evidence that the reporting leaves 
a lot to be desired in the mortuaries. (Speaker 4, Group 9) 
 
Experiential  
I m from a district hospital in Kwazulu-Natal, and this slide here 
pleases me so much. This is exactly what is happening on the ground, 
in our district. Only one thing I d like to add to the clinic, the need for 
a professional mental health person and a facility for the clinic to 
communicate with and give the necessary intellectual input, 
pharmacological input, care input where necessary, is absolutely 
essential. So from that clinic s picture there, I d like to have an arrow 
to the district hospital. In our district hospital, we re very lucky; we ve 
established a psychiatric unit, so we re able to care for members of 
the community that require the expertise of a psychiatric unit and 















I want to slightly disagree with (name). I think we need to be more 
vocal. We need to be advocates for the mental health sector and I 
think the national Minister for Health is very serious about the 
concern. Being the third highest burden of disease, we need to 
plough in a hell of a lot more when it comes to funding. So, I want to 
suggest that we call for ring-fencing, with clear indicators as to what it 
is we want to achieve by when. You know, there s already a massive 
gap in the finding stream. We heard yesterday about the study that 
was done in Kwazulu-Natal - psychiatric services received over a five-
year period about 3.5 percent increase, whereas general health 
received 10, between 10.5 and 12 percent increases. Already we see 
that disparity. If we want to reduce the impact of this burden, reduce 
the economic burden, then we ve gotta plough more money into 
ensuring that we lower the burden. (Speaker 46, Group 3)  
 
Experiential  
What I would like to say is that I do understand what my colleague is 
saying, that they would like to expedite the matter and things, but in 
terms of the act if you look at it, the reason we actually give two 
weeks from the date of when you receive the appeal  is to allow the 
applicant to request legal representation from the legal aid if they so 
wish. And another valid point is also that, as the review board, we 
have to issue summons for the psychiatrists and health care 
practitioners to make themselves available to come and give evidence 
in the hearing. (Speaker 23, Group 6) 
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The enacted uses of knowledge claims in the breakaway group sessions are shown in Figure 4.5. This 
figure shows that that both experiential and evidence-based knowledge claims were explicitly drawn on 
to illustrate the current situation in relation to a particular issue (far left of Figure 4.5), more frequently 
than to perform any of the other functions identified. Of the instances identified where knowledge 
claims were used to illustrate a current situation, the majority of these were experiential knowledge 
claims, either illustrating a challenge or a solution/best practice. Similarly, where knowledge claims were 
used to highlight the implications of a particular proposal (centre of Figure 4.5), the majority of these 
were also experiential knowledge claims, either to highlight the benefits of or motivate for a proposal, 
or to highlight the disadvantages or argue against a proposal. Given the consultation-implementation 
link noted above, it is not surprising that participants drew on thei -the-
than on evidence, in this case) to argue for particular policy proposals.  
 
Figure 4.5: Enacted uses of knowledge claims in breakaway group sessions  
Conversely, evidence-based knowledge claims seemed to be used more frequently than experiential 
knowledge claims to engage with previous points made, either to support or to counter these points (far 
right of Figure 4.5). This lends partial support to the notion that evidence-based knowledge might be 
seen as a more valid and robust form of knowledge than experiential knowledge. Thus, in trying to 
substantiate arguments when engaging in debate with other group members, participants may be more 
likely to back up their arguments with evidence-based claims than with experiential claims. However, 
the difference between use of evidence-based knowledge claims and of experiential knowledge claims 
when engaging with others was too small to make stronger conclusions in this regard.   
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4.4.2.2 Responses to knowledge claims: Were they responded to? 
The enactment of knowledge in consultation spaces draws attention to the interactive nature of 
knowledge creation. In addition to the functions that evidence-based and experiential knowledge 
appeared to serve during these group discussions, then, the extent to which such contributions were 
responded to was also of interest. While evidence-based knowledge might carry a certain authority or 
legitimacy, experiential knowledge might be more likely to elicit direct responses during group 
discussions due to their more interpersonal characteristics (for example, evoking empathy in their 
listeners). The references to experiential knowledge and evidence-based knowledge during the 
discussions were therefore coded according to whether these received a direct response. Where they 
were responded to, this was further differentiated between cases where the contribution was 
acknowledged, but not engaged with, and cases where the contribution was taken up and there was 
engagement.   
There are a few issues worth noting before discussing these findings. The extent to which knowledge 
claim contributions were responded to or not seemed to be quite strongly dependent on the person 
who was Chairing or facilitating the discussions. In most cases where there were responses, these were 
primarily made by the group Chair or facilitator, as opposed to other group participants. Some Chairs 
were consistently responsive (summarising, reframing, and checking for understanding), while others 
consistently did not respond to or acknowledge contributions, and some even shut down discussions if 
the contribution deviated from what they deemed to be on the table for consideration (see section 4.5.2 
for more detailed analysis of group processes). The degree to which particular knowledge claims were 
(or were not) responded to in such cases may not have been related to the form in which the 
contribution was made. Where there was direct engagement, it was usually in the second half of group 
discussions, where there was focused formulation of specific group recommendations.  
Overall, the group discussions were typically quite disjointed and hard to follow, unless there was a 
skilled Chair or facilitator guiding the discussion. Some responses (or lack thereof) were inaudible. There 
was also limited time in which to follow through in depth about any particular point or proposal. It is 
possible that a more structured way of eliciting preferences and opinions in the context of both 
available evidence and draft policy might be more constructive way of optimising this kind of process. 
Note that where there were responses, the evaluative nature of such responses  that is, whether they 
were positive or negative, in support of or countering  was not analysed. Examples of the types of 
responses to knowledge claims, where these were made, are shown in Table 4.13.  
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Table 4.13: Examples of responses to knowledge claims
Response type Examples of responses 
Responded to but not 
engaged with 
Evidence-based  
Thank you for that. (Speaker 2, Group 5) 
And this is the place to do it. Question there, okay this will be the last 
question and then we can save the others for later. (Speaker 2, Group 5)  
Experiential  
Okay, so we ve got that one solved. We re packing it away now. There s 
two other issues I want you to address before you can go to tea in two 
minutes  time. (Speaker 1, Group 3) 
Responded to and engaged 
with  
Evidence-based 
That s a good point you re making. I mean, with all that you ve said there, 
you ve made the point that why so few are children involved in sports at 
school. I will give you lots of reasons. Schools don t have facilities, schools 
have attitudinal issues, all sorts of issues. (Speaker 9, Group 1) 
Experiential  
Okay. What you saying there is very important. You are saying people with 
skills in psychiatry and understanding are not involved in the infrastructure 
planning. Okay, that s vital, and that should happen. That expertise should 
come there. (Speaker 3, Group 6) 
Figure 4.6 illustrates the breakdown of responsiveness to evidence-based and experiential knowledge 
claims during breakaway group discussions. These findings are discussed further below.  
 
Figure 4.6: Responsiveness to experiential and evidence-based knowledge claims  
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As shown in Figure 4.6, both experiential and evidence-based knowledge claims were more frequently 
responded to than not. There did not seem to be a substantial difference, however, between 
experiential and evidence-based knowledge claims: both seemed equally likely to elicit some form of 
response or acknowledgement. This pattern is similar when looking at the extent to which different 
knowledge claims seemed to result in engagement. Where both types of knowledge claims elicited 
direct responses, the response was more frequently to engage with the points being made than merely 
to acknowledge an input (and move onto other points or participants). While those knowledge claims 
that were responded to were more likely to be engaged with more substantively than merely 
acknowledged, neither experiential nor evidence-based knowledge claims seemed more likely than the 
other to result in such engagement.  
The lack of substantive differences between likelihood of responsiveness in relation to evidence-based 
and experiential knowledge claims seems to suggest that contributions to consultation discussions that 
drew on either of these two knowledge types were equally likely to receive attention. The question that 
is explored in the next subsection is whether this pattern continued in the extent to which different 
knowledge claims appeared to be captured or followed through into group recommendations.   
4.4.3 Inscription of knowledge claims 
Various knowledge claims were coded as reflected or inscribed in group recommendations if the group 
recommendation was considered to closely reflect the underlying proposal contained in the particular 
knowledge claim. Partially reflected knowledge claims were coded as such where the group 
recommendation made reference to the general idea contained in the knowledge claim, but did not 
directly recommend what the speaker seemed to be proposing within that claim. Where there was no 
direct link to the knowledge claim in any of the recommendations put forward by the group, these 
knowledge claims were coded as not reflected. Coding definitions can be found in Appendix 4.  
As mentioned earlier, it is important to bear in mind throughout the findings presented in this section 
that particular proposals may have been put forward by multiple speakers, in multiple forms, whether 
as various types of knowledge claims or as other forms of talk. Where particular knowledge claims are 
shown to be reflected in group recommendations, then, it is not possible to draw a direct link, as this 
may also be attributed to a number of other factors. Where particular knowledge claims are clearly 
shown not to be reflected in group recommendations, stronger conclusions might be drawn, although, 
again, the extent to which this can be attributed to the framing of the proposals as opposed to other 
influencing factors is limited.    
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In Figure 4.7, the percentage of experiential and evidence-based knowledge claims that were reflected, 
partially reflected, and not reflected in group recommendations is illustrated. There are roughly equal 
proportions of reflected, partially reflected, and not reflected claims across the two knowledge types, 
and in both cases, these knowledge claims were predominantly not reflected in group recommendations 
(66% and 61%, respectively). This suggests, firstly, that linking policy proposals to explicit knowledge 
claims did not seem to be associated with these inputs being take up into recommendations (although, 
as will be explored later, there are several possible reasons for this). Secondly, neither experiential 
knowledge claims nor evidence-based knowledge claims seemed more likely to be reflected in group 
recommendations than the other.  
 
Experiential knowledge claims 
 
     Evidence-based knowledge claims  
Figure 4.7: Percentage of knowledge claims reflected in group recommendations  
Figure 4.8 shows a more detailed breakdown of the proportion of evidence-based knowledge claims and 
experiential knowledge claims that were or were not reflected in group recommendations across the 
ten breakaway groups. The numbers included on each bar reflect the theme (reflected, partially 
reflected, or not reflected) that was in the majority for the experiential and evidence-based knowledge 
claims in each group. For example, within Group 1, the largest proportion of both experiential (7%) and 
evidence-based (9%) knowledge claims were found to be reflected in group recommendations, as 
opposed to partially reflected or not reflected. In only Group 1 (prevention and promotion) and Group 5 
(mental health & other conditions) were a greater proportion of knowledge claims found to be reflected 
in group recommendations than partially or not reflected. In Group 1, this was the case for both 
experiential and evidence-based knowledge claims. More detailed analysis of inter-group differences is 
included in Appendix 6.  
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Group key: 1. Prevention & promotion; 2. Research & surveillance; 3. Mental health systems; 4. Human resources & 
infrastructure; 5. Mental health & other conditions; 6. Mental Health Care Act; 7. Child & adolescent mental health; 8. Culture 
& mental health; 9. Suicide prevention; 10. Advocacy & user participation 
Figure 4.8: Reflection of knowledge claims across breakaway group themes 
The next level of analysis focused on finer distinctions in terms of whether evidence-based and 
experiential knowledge claims seemed more likely to be reflected if they were made during group 
presentations versus during group discussions. Figures 4.9 and 4.10 show, respectively, the percentages 
of experiential and evidence-based knowledge claims made in the group presentations and the group 
discussions that were considered to be reflected, partially reflected, or not reflected in the respective 
 A more detailed analysis of inter-group differences in this regard can be 
found in Appendix 6.  
A note about the coding here: each category of explicit knowledge claims (experiential and evidence-
based) was first coded according to whether these were determined to be reflected in some way in the 
site code, a third level of 
coding was conducted to determine whether the reflected, partially reflected, and not reflected claims 
occurred more during the presentations or during the discussions. On the far left of Figure 4.9, for 
example, experiential knowledge claims that were coded as reflected in group recommendations 
occurred more frequently during group discussions (94%) than during group presentations (6%).  
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Reflected              Partially reflected    Not reflected  
Figure 4.9: Percentage of experiential knowledge claims in group presentations and discussions 
reflected in group recommendations  
While the legitimacy of experiential knowledge as a sound basis for informing policy decisions might be 
questioned, if this knowledge was drawn on by a perceived expert  (i.e. presenter), it may be more 
likely to be attended to and therefore reflected. As can be seen in Figure 4.9, however, this did not turn 
out to be the case. The majority of experiential knowledge claims that were found to be reflected in 
group recommendations occurred during group discussions. As will be seen in later analyses, most of 
the breakaway groups began formulating their recommendations in the second half of the group 
sessions. It was thus during the group discussions that these recommendations were captured. This may 
explain, at least in part, why the captured (reflected) experiential knowledge claims were found to be 





 Not reflected  
Figure 4.10: Percentage of evidence-based knowledge claims in group presentations and discussions 
reflected in group recommendations  
Figure 4.10 shows the proportions of reflected, partially reflected, and not reflected evidence-based 
knowledge claims that occurred during group presentations versus group discussions. The distinction 
between evidence-based knowledge claims reflected in the group presentations versus the group 
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discussions was made for a number of reasons. First, evidence-based knowledge claims made during 
formal presentations might be more likely to be reflected in group recommendations due to the expert 
status of both the format of the presentation as well as the presenter. In other words, those presenting 
this content were invited to do so on the basis of their expert knowledge and, by this very fact, their 
proposals may have been seen as more credible and legitimate than those put forward by other group 
participants. Second, most of the presentations were available to group members as PowerPoint slides 
and handouts (in some cases), which were sometimes explicitly drawn on or referenced during the 
discussions. Thus, the content of these presentations  and the evidence-based knowledge claims within 
them  might be more readily reflected in group recommendations.  
As Figure 4.10 shows, those evidence-based knowledge claims that were found to be reflected in group 
recommendations occurred in group presentations (56%) and group discussions (44%) with almost equal 
frequency. The majority (79%) of evidence-based knowledge claims that were found to be only partially 
reflected in group recommendations occurred during the presentations. Interestingly, of the evidence-
based knowledge claims that were adjudged as not reflected in group recommendations, the majority 
(81%) of these occurred during group presentations. The fact that groups formulated their 
recommendations in the later part of the group sessions, as mentioned above, may go some way toward 
accounting for this. However, because presenters were in most cases also participants in the group 
discussions, it is also possible that their (evidence-based) contributions during the formulation of 
recommendations could have held greater weight by virtue of their expert status. This may explain why 
roughly half of evidence-based knowledge claims that were reflected in recommendations occurred 
during group discussions. More detailed analysis would be needed in order to draw stronger conclusions 
about the reflection (or not) of discussion-based, evidence-based knowledge claims in group 
   
In Figure 4.11, this analysis is presented slightly differently, to show more clearly the distinctions 
between the group presentations and group discussions categories, in terms the proportion of 
knowledge claims occurring in each of these categories that were determined to be reflected, partially 
reflected, or not reflected in group recommendations. Consistent with findings presented above, this 
figure also clearly shows, again, that explicit knowledge claims made during group breakaway sessions 
were predominantly not likely to be reflected in group recommendations. The main findings emerging 
from this analysis are summarised in the next subsection.    
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Figure 4.11: Knowledge claims in group presentations and discussions reflected in recommendations 
4.4.4 Embodied knowledge enacted: Conclusions 
The findings of this section suggest that the majority of talk during the ten breakaway group sessions at 
the national mental health summit did not draw explicitly on either evidence-based knowledge or 
experiential knowledge. While more evidence-based knowledge claims than experiential knowledge 
claims were made, most of the presentations and discussions in all groups were categorised as Other, 
which covered a wide variety of talk in which no explicit reference to either evidence or experience was 
made. Most of the references to evidence-based knowledge occurred during formal presentations 
within the groups, while experiential knowledge claims were utilised more frequently during group 
discussions.  
In terms of how knowledge was enacted, participants drew explicitly on both evidence-based 
knowledge and experiential knowledge to illustrate a current situation (challenge or best practice), 
highlight the (positive or negative) implications of a proposal, or engage with previous points made. 
Evidence-based knowledge claims were more often used to engage with previous points  whether to 
support or counter these  while experiential knowledge claims were consistently more frequently used 
to illustrate current situations or highlight implications of proposals. Notably, there were no evident 
differences between the frequency with which either experiential or evidence-based knowledge claims 
were responded to or engaged with during group discussions. In terms of follow-through, neither 
evidence-based nor experiential knowledge claims appeared to be more likely to be reflected in group 
recommendations across all groups, with the exception of the groups focusing on promotion and 
prevention, and on mental health and other conditions. 
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In summary, there was much less explicit reference to any type of knowledge claim to back up 
statements or proposals than might be expected during policy consultation discussions, particularly 
given the evidence-based focus of the policymaking process. While it did seem to be the case that more 
evidence-based knowledge claims were made, this did not seem to have had an effect on rendering 
these claims any more likely than experiential knowledge claims to be reflected in recommendations. 
The low percentage of evidence-based knowledge claims reflected in group recommendations is a 
surprising finding, given what is known about the perceived credibility or legitimacy of this type of 
knowledge compared to other knowledges. In contrast, based on previous research, it was expected 
that experiential knowledge might be less amenable to capturing and follow-through. This appeared to 
be confirmed by these findings.  
Given the relatively low proportion of explicitly referenced knowledge claims found here, as well as the 
corresponding low percentages of these claims that seemed to be reflected in group recommendations, 
the focus of the analysis now shifts to an exploration of group process. The format and process followed 
by each of the ten breakaway groups are described and compared, toward understanding how enacted 
knowledge in these spaces might have been enabled or constrained. In particular, the focus is on 
identifying how each of these groups managed the process of moving the enacted knowledge of the 
discussions to the inscribed knowledge of the group recommendations. This could provide some insight 
regarding the capture (inscription) and transfer of knowledge in and beyond consultation discussions.  
4.5 Enacted knowledge inscribed   
This section presents findings from the analysis of the process 
that was followed in each group breakaway session at the 
national summit. As such, the focus here is on the enactment of 
knowledge, and in particular how group processes may have 
enabled or constrained the transfer of knowledge from enacted 
to inscribed forms. This may give some indication of how 
knowledge inputs were elicited and managed during group 
discussions. A number of process-related elements are 
considered, including the time spent on presentations and discussions within groups, the engagement of 
groups with the draft policy and summit documents, and the way in which Chairs managed the enacted 
space, including how each group reached their inscribed outputs (group recommendations).  
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A descriptive overview of the programme and structure of the two-day national summit was presented 
in the methodology chapter. In this section, the overall format of the ten breakaway group sessions is 
reviewed in greater detail to provide context for the process-related analysis that follows. Particular 
consideration is given in this first subsection to the timing of different components of the summit, to 
identify the opportunities that participants had to engage in discussions around the draft policy during 
the summit. The process analysis is presented in two subsections: i) opportunities for enactment, in 
which issues relating to time availability and facilitation are discussed; and ii) points of engagement 
between enactment and inscription, in which engagement of participants with draft documents and the 
formulation of group discussions into (inscribed) recommendations are considered.     
4.5.1 Overview of breakaway group sessions at national summit 
Participants at the national summit divided themselves into ten breakaway groups, each of which would 
be discussing a specific component of mental health, as follows (abbreviated titles used in the analysis 
and presentation of findings are included in parentheses after each group title):  
Group 1: Mental health promotion and prevention of mental disorders (prevention & promotion) 
Group 2: Mental health research and innovation, and surveillance (research & surveillance) 
Group 3: Mental health systems (mental health systems) 
Group 4: Mental health infrastructure and human resources (human resources & infrastructure) 
Group 5: Mental health and other conditions (mental health & other conditions) 
Group 6: Mental Health Care Act of 2002: Lessons learned from implementation (Mental Health Care 
Act) 
Group 7: Child and adolescent mental health (child & adolescent mental health) 
Group 8: Culture, faith-based practices, and indigenous mental health practices (culture & mental 
health) 
Group 9: Suicide prevention (suicide prevention) 
Group 10: Advocacy, social mobilisation, user, and community participation (advocacy & user 
participation).  
All the breakaway group sessions included some or all of the following elements: participant 
introductions, two formal presentations, comments or questions about these presentations, review of 
the draft policy document, consideration of the draft summit declaration, and formulation of group 
recommendations. Each group had a Chair who facilitated the session and a rapporteur who captured 
discussions and reported group recommendations back to the plenary session. The degree of 
engagement with the two draft documents  the mental health policy and the summit declaration  
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differed across groups, as did the process each group followed to reach their recommendations, which 
were then presented back at the plenary session. The groups all convened briefly at the end of Day 1, 
and met again the following morning to continue discussions.  
Audio recordings of the whole national summit, including of the ten breakaway group sessions, were 
received from the national DoH, and subsequently transcribed. Table 4.14 presents an overview of the 
format of these group sessions. Audibility of four of the ten group sessions was poor (Groups 2, 7, 8, and 
9), while no audio was available for four of the group sessions convened on Day 1 (Groups 1, 4, 5, and 
6). Due to the inconsistent availability of and quality of the audio from the ten breakaway group 
sessions, it is not possible to provide a complete overview of the way in which each group spent the 
time dedicated to these sessions. It seems as though group members in the majority of the groups spent 
some time introducing themselves.  
The time taken up by presentations varied greatly across the group sessions. The presentation time was 
calculated based on the total time allocated to group sessions and ranged from 25 minutes for both 
presentations (e.g. Group 3: Mental health systems), to over one hour for one presentation (e.g. Group 
4: Human resources & infrastructure). No audio recordings were available for the presentations in 
Group 8 (culture and mental health); the presentation time was calculated based on the total time 
allocated to group sessions. In general, groups spent over an hour in discussions, with three groups 
devoting the majority of the time allocated to group sessions to discussions: Group 2 (research & 
surveillance), Group 3 (mental health systems), and Group 10 (advocacy and user participation).  
Chairing styles differed across groups, ranging from Chairs playing an active role in facilitating 
discussions and formulating recommendations, to Chairs who seemed to engage mostly in microphone 
management between participants, with little direct engagement with participant contributions. In 
some cases, rapporteurs were silent participants during the group discussions, while other rapporteurs 
were active in assisting the Chair in moving the group towards recommendations. Only two of the 
groups (Group 1: Prevention & promotion, and Group 8: Culture and mental health) engaged directly 
with the draft policy document, while four groups (Group 3: Mental health systems; Group 7: Child & 
adolescent mental health; Group 8: Culture & mental health; and Group 9: Suicide prevention) engaged 
directly with the draft summit declaration during discussions.  
Fifty minutes were allocated on the summit programme for the ten groups to present their 
recommendations back to the plenary (five minutes per group). It seems that this session ran 15 
minutes over time. There was substantial variation in the number of recommendations presented by 
each group, ranging from four (Group 6: Mental Health Care Act) to 27 (Group 4: Human resources & 
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infrastructure). Although the two groups with the greatest number of recommendations (Group 4 and 
Group 10) spent the majority of the time allocated for group feedback on the programme presenting 
these recommendations (19% and 17% respectively), the number of group recommendations did not 
always correlate with plenary feedback time. Group 7 (child & adolescent mental health), for example, 
spent just over five minutes presenting their 17 recommendations, while Group 5 (mental health & 
other conditions) spent just over nine minutes presenting 16 recommendations. The way in which 









































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































4.5.2 Opportunities for enactment  
 
Two key process-related elements were identified in the literature as having an important role in the 
effectiveness  perceived and actual  of consultation processes. These elements were considered to 
be factors that might enable or constrain opportunities for enactment of embodied knowledge 
during the group discussions; these were found to be common factors across all groups. The findings 
of the analysis of the group breakaway sessions around time availability and facilitation are 
discussed below.  
 
4.5.2.1   Time availability in breakaway group sessions 
 
The different ways in which time was managed during breakaway group sessions are presented in 
Table 4.15. Group discussions were coded for comments made during group sessions, which 
indicated an awareness of timing and time limitations. This is shown as a proportion of the total 
group talk in column 2 of Table 4.15. The breakaway groups are listed in the table from the group 
that had the greatest proportion of time awareness comments (Group 8: 6.59%) to the group with 
the smallest proportion (Group 1: 0.12%). Qualitative examples of references to time in each group 
are included in the third column. The proportions of time spent on introductions and instructions, on 
presentations, and on discussions during the group sessions are shown in the fourth, fifth, and sixth 
columns respectively.  
 
There were clear indications that the Chairs of the group sessions were aware of the time 
constraints on the group discussions, with frequent references to timing of various components of 
the sessions, and to availability of time  particularly with respect to formulating recommendations, 
which is discussed in more detail later in this section. While this speaks somewhat to the logistics of 
managing large group processes such as the consultation summits, it is also evident that 
opportunities for engaged discussions were limited by these time constraints.  
 
Despite the commonalities noted above, there was a fair degree of variation across groups in terms 
of how aware of time Chairs (and to a lesser extent participants) were during discussions. Group 8 
(culture and mental health) had the highest proportion of talk demonstrating awareness of time 
availability in relation to the total group talk. Interestingly, this was also a group that spent less time 
on discussions (57%) than many other groups, in proportion to time spent on introductions (17%) 
and formal presentations (26%).  
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Table 4.15: Time availability in breakaway groups
Group* Indications of awareness of time availability and 
limitations  
Proportion of time spent on 
components of group sessions  
 Awareness 
of time % 
Comment examples of awareness of 
time 
Intros Presentations Discussions  
8 6.59% The two papers presented are good but 
justice was not done to them. Time that 
they were presented could not afford us 
to comment and to critique where 
possible. (Speaker 6)  
17% 26% 57% 
6 2% Are there any points now that if you 
fall on our heads? Because otherwise we 
plenary. (Speaker 3) 
0 51% 49% 
10 1.86% 
have to finish this. We have to go for a 
meeting at half past, so if we can just 
move on. (Speaker 28)  
4% 17% 79% 
7 1.68% 
have two points, make them briefly, so 
that you can give other people a fair 
chance. (Speaker 1) 
18% 32% 50% 
4 1.1% Sorry, we really need to follow our plan. 
ten minutes. (Speaker 2) 
0 42% 58% 
5 0.93% 
we need to get through other 
recommendations as well. (Speaker 2) 
3% 32% 65% 
3 0.67% Okay, we have to stop 
finish  But I do think we need to break 
now and everybody go  and drink five 
minutes of tea and come back as soon as 
possible. (Speaker 1) 
0 17% 83% 
9 0.62% five minutes by the way  
te 
[to closed door meeting]. (Speaker 1)  
0 37% 63% 
2 0.6% We only have 15 minutes left. Is this 
relevant? Is this a relevant issue? 
(Speaker 3) 
8% 20% 72% 
1 0.12% Any other points? Everybody else is 
know  Last point now and then we 
need to stop. (Speaker 9)  
4% 31% 65% 
* Corresponding breakaway group topics: 1. Prevention & promotion. 2. Research & surveillance. 3. Mental health systems. 
4. Infrastructure & human resources. 5. Mental health & other conditions. 6. Mental Health Care Act. 7. Child & adolescent 




The groups that dedicated the most amount of time to group discussions, proportional to overall 
session time, were Group 3 (mental health care systems: 83%), Group 10 (advocacy & user 
participation: 79%), and Group 2 (research & surveillance: 72%). There was no consistent 
explicitly referenced awareness of time availability. It should also be noted that the amount of time 
spent on introductions for Groups 4 and 6 was unknown, due to unavailability of audio for these 
group sessions on Day 1 and no reference being made by Chairs on Day 2, regarding what had been 
done during this first group session.  
 
4.5.2.2   Facilitation of breakaway group sessions  
 
Findings regarding facilitation of group sessions are presented in Table 4.16. All of the breakaway 
groups followed a form of microphone management to structure group discussions. This entailed 
having the Chair, or co-facilitator/assistant, directing a microphone to participants who indicated 
that they wanted to speak. Any explicit references to the management of the microphone, including 
passing it between participants or Chair directions regarding who could speak next, were coded as 
 The proportion of references to microphone management made during 
group sessions, in relation to the total group talk, is shown in the second column of Table 4.16. The 
groups are listed vertically in the table from largest proportion of microphone management 
references (Group 6: 2.31%), to smallest proportion (Group 5: 0.04%). Examples of these 
microphone management references are included in column 3.  
 
General procedural comments made by the Chair in relation to group discussions are included in the 
fourth column of Table 4.16. In this theme, Chairs frequently demonstrated a certain Chairing style 
or influence over group process which, in turn, was generally consistent with the microphone 
management that most groups followed. What emerged within this theme was the influence that 
Chairs (and/or rapporteurs) had over the process, and in enabling or constraining opportunities for 
enactment and interaction. A description of how active the Chair was in terms of facilitation is 
provided in the last column of Table 4.16. This refers specifically to how active the Chair was in 
engaging directly with inputs from participants, through summarising, clarifying, and reframing these 
inputs.     
 
The large group meeting format of the group sessions was evident throughout all the breakaway 
sessions, with frequent references to the turn-taking that was enabled or constrained by the 
movement of the microphone around the room. There seemed to be a greater amount of 
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microphone management, as indicated in explicit reference to such in the talk, in Group 6 (Mental 
Health Care Act: 2.31%) than in other groups, while Group 5 (mental health & other conditions: 
0.04%) demonstrated the least. Interestingly, there did not seem to be a consistent association 
between the extent of explicit reference to microphone management during group discussions, and 
how active Chairs were in engaging with participant inputs. In other words, where much reference 
was made to the direction of discussion via microphone turn-taking, this did not seem to indicate 
limited willingness or ability of Chairs to engage actively with inputs made during these discussions. 
 
There seemed to be three general styles of facilitation by Chairs, in terms of the extent to which they 
engaged with group inputs during discussions. These were: i) active engagement (clarifying, 
reframing, summarising); ii) predominantly microphone management throughout, with little direct 
engagement with inputs; and iii) silence or microphone management until the second half of the 
session when recommendations needed to be formulated. There could be argued to be advantages 
and disadvantages to each of these facilitation styles. Active engagement with inputs helped to 
structure the discussions and to increase the likelihood that what was captured represented 
this process, however, also meant that Chairs could have had a significant influence over what got 
attended to and captured. On the other hand, where Chairs were mostly silent, there may have been 
greater fluidity in discussions and possibility for more natural conversational turn-taking between 
participants. However, there was also a more ad hoc or stochastic quality to the discussions that 
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4.5.3 Points of engagement between enactment and inscription 
 
A number of common patterns emerged across groups in the analysis regarding how groups were 
directed, firstly, to engage with the inscribed knowledge contained in the draft policy and summit 
declaration, and secondly, to formulate and capture their recommendations in inscribed form. 
Thematic analysis was conducted on the group transcripts according to these themes: i) references 
to direct engagement with the draft policy and summit documents; ii) general references to 
processes through which recommendations were formulated; and iii) the role that rapporteurs 
played in capturing recommendations, including the form that this capturing took. These were 
considered to represent points of engagement between enacted knowledge and inscribed 
knowledge, whereby one form was transformed into another. They were also an indication of 
individual-level influence  specifically, that of the Chairs and rapporteurs  over what got captured 
in inscribed  
 
In most cases, group recommendations were captured in writing of some form by rapporteurs who 
were assigned to each group. The ways in which each rapporteur captured these, however, whether 
paraphrased, in summarised form, or in more reframed or interpreted forms, was not possible to 
determine from the discussions. Nonetheless, a common trend across all groups was the recording 
of group recommendations in written form, whether handwritten on notepaper or flipcharts, typed 
onto a computer (e.g. as Microsoft Word files) during or after discussions, or written as points on 
PowerPoint slides, also during or after discussions, usually in electronic form. Explicit references to 
the process through which group discussions, proposals, and recommendations were captured 
provided more insight into the opportunities for inscription during these group sessions. Of interest, 
then, were the ways in which participants were afforded opportunities to engage directly with 
inscribed knowledge during discussions, as well as the specific ways in which group inputs were 
captured or recorded (where such information was evident in the discussions). 
 
4.5.3.1   Engagement with draft documents during breakaway group sessions 
 
Table 4.17 presents findings regarding the extent to which breakaway groups engaged with the draft 
documents that were available for review at the national summit, specifically, the draft mental 
health policy and the draft summit declaration. Group discussions were coded for explicit references 
to reading or engaging with either of these two documents. The total proportion of comments 
relating to engagement with the documents, in relation to total group talk, is presented in the 
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second column of Table 4.17. The groups are listed in descending order, from groups with the 
highest proportion of document engagement comments (Group 8: 18.05%) to those with the 
smallest (Groups 4 and 5: 0%). The specific proportion of the total document-engagement talk 
referring to the draft policy is shown in column 3, followed by a brief description of the extent of 
engagement that each group seemed to have with this document. Similarly, the specific proportion 
of total document-engagement talk referring to the draft summit declaration is shown in column 4, 
followed by a brief description of the engagement style followed in each group.  
 
The group that engaged most directly with both the draft policy and draft summit declaration, in 
almost equal proportion, was Group 8 (culture & mental health: 18.05%). This was followed by 
Group 9 (suicide prevention), which spent 7.15% of total talk time referencing direct engagement 
with draft documents. This group spent all of this time engaging with the draft summit declaration, 
however, with no time spent engaging with the draft policy. In general, groups seemed to engage 
more with the summit declaration than with the draft policy document. However, in only three of 
the groups (Groups 8, 9, and 3) did this engagement extend beyond the Chair merely referencing the 
need to engage with these documents during their instructions to groups. As will be seen in later 
analysis comparing group discussions with group and summit recommendations, and with policy 
changes (see section 4.6.2), in almost all cases where groups made specific proposals for changing 
phrasing or detailed content of the policy or summit declarations, these changes were not 


















Table 4.17: Engagement with draft documents in breakaway groups
Group*  Engagement with policy Engagement with summit 
declaration 
 








Description of extent of 






Description of extent of 
engagement with draft 
summit declaration 
8 18.05% 40% Direct detailed 
engagement with during 
discussions  
60% Direct detailed 
engagement with during 
discussions  
9 7.13% 0% No reference to or direct 
engagement with during 
discussions 
100% Direct detailed 
engagement with during 
discussions  
3 6.03% 58% Direct engagement  42% Direct engagement with 
  
1 4.86% 42% Direct detailed 
engagement; framed 
presentation and 
discussion around this 
58% Referred to briefly at end 
2 2.22% 17% Referred to in instructions 
only 
83% Referred to in instructions 
only 
10 1.29% 100% Referred to in instructions 
only 
0% No reference to or direct 
engagement during 
discussions  
7 0.35% 0% No reference to or direct 
engagement with during 
discussions 
100% Referred to in instructions 
only 
6 0.34% 0% No reference to or direct 
engagement with during 
discussions 
100% Referred to in instructions 
only   
4 0% 0% Instructions unknown; no 
direct engagement during 
discussions 
0% Instructions unknown; no 
direct engagement during 
discussions  
5 0% 0% Instructions unknown; no 
direct engagement during 
discussions 
0% Instructions unknown; no 
direct engagement during 
discussions  
* Corresponding breakaway group topics: 1. Prevention & promotion. 2. Research & surveillance. 3. Mental health systems. 
4. Infrastructure & human resources. 5. Mental health & other conditions. 6. Mental Health Care Act. 7. Child & adolescent 









4.5.3.2   Formulation of recommendations in breakaway group sessions  
 
Group discussions were coded for talk referring to the need to formulate recommendations for 
reporting back in various forums (e.g. plenary session, closed door meeting with organisers). These 
findings are shown in Table 4.18. Two aspects of the group talk relating to recommendations were 
coded: i) an awareness of needing to formulate recommendations, including of needing to phrase 
proposals in particular ways in order to facilitate this, and ii) references to the process through 
which recommendations would be or were being formulated during group discussions. The total 
proportion of group talk that referred to formulation of recommendations generally is presented in 
column 2 of Table 4.18. Groups are listed in the table from the group with the highest proportion of 
explicit recommendation references (Group 8: 4.62%) to the group with the smallest proportion 
(Group 1: 0.08%).  
 
The proportion of the total recommendation-related talk relating to awareness of needing to ensure 
that recommendations were formulated is presented in the third column of Table 4.18, while the 
proportion of total recommendation-related talk that referred to processes for formulating these 
recommendations is shown in the fifth column. Qualitative examples of references showing 
awareness of the need to formulate recommendations are included in column 4. In the final column 
of Table 4.18, a brief description is provided about the process through which each group seemed to 
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Although all groups made some explicit reference to the need to formulate recommendations, and 
the process for doing so, there was again a fair amount of variation across groups in terms of the 
extent to which such references were made. Group 8 (culture & mental health: 4.62%) was again the 
group with the highest proportion of references to recommendation formulation in relation to total 
group talk, with an almost equal balance within this between references showing awareness of 
needing to formulate recommendations (56%) or reference to the process through which this should 
be achieved (44%).  
 
As had been the case with the smallest proportion of explicit references to time availability 
discussed earlier, Group 1 also demonstrated the smallest proportion of explicit references to 
needing to formulate recommendations, or processes for doing so. This is worth noting in terms of 
the influence it may have had on enabling both opportunities for enactment and for inscription. 
-
in any other group. This resulted in the discussions having a quality of flu
conversation, with greater interaction between participants. However, as a result of the absence of 
explicit cues regarding process, it was not possible to determine the process that was followed  
whether systematic or ad hoc  for formulating or capturing recommendations, or for checking these 
recommendations with group members prior to reporting them back at the plenary session.  
 
Perhaps unsurprisingly, the two groups that deviated somewhat from the microphone management 
format when it came to formulating their recommendations, engaged in the highest proportion of 
references to process for formulating recommendations compared to other groups (Group 3: 81%; 
Group 10: 75%). The Chair of Group 3 (mental health systems) asked group participants to write 
their two priorities for recommendations on pieces of paper, which were collected and counted; 
those priority  were carried forward and discussed as the 
& user participation) broke up into four smaller 
groups (for which there were no audio recordings) to discuss major categories of recommendations, 
and then reconvened as a larger group to report back on these.  processes for 
formulating recommendations could explain the higher proportions of explicit references to such 






4.5.3.3   Inscription of recommendations in breakaway group sessions  
 
The way in which recommendations were actually captured (inscribed) during the breakaway groups 
is summarised in Table 4.19. A brief description of the role of the group rapporteurs is included in 
the second column. This documents the extent to which rapporteurs could be heard explicitly 
engaging with participants and their inputs during group discussions, as well as how active they 
appeared to be during the formulation of group recommendations. In the third column of Table 
4.19, the form or format that the inscription of the recommendations took is described, as far as this 
could be determined from the group discussions. The fourth and fifth columns indicate, respectively, 
the number of recommendations made by each group, and the proportion that these comprised of 
the total recommendations made by all groups. The groups are listed in top-down order from the 
group with the largest number of recommendations (Group 4: n = 27), to the groups with the 
smallest number of recommendations (Groups 3 and 9: n=5).  
 
In only two breakaway groups (Group 6: Mental Health Care Act, and Group 10: Advocacy & user 
participation) were the group rapporteurs active (vocally) during group discussions, playing a role in 
clarifying inputs and in a sense acting as co-facilitators with the Chairs. In some groups, rapporteurs 
remained mostly silent during group discussions, but became vocal and active during formulation of 
recommendations (Groups 4, 7, and 8), while in other groups, rapporteurs were completely silent 
(Groups 1, 3, and 5), such that their role in capturing or checking back in with group members about 
recommendations could not be established. In these latter groups, it seems that the Chairs took on a 
more active role in capturing discussions and recommendations.  
 
As has been noted previously, the number of recommendations put forward by each group varied 
substantially, from 27 (Group 4: Infrastructure & human resources), to 5 (Group 3: Mental health 
systems, and Group 9: Suicide prevention). Interestingly, there does not seem to be any particular 
correspondence between the number of recommendations and the form or format in which these 
recommendations were captured during group sessions. In some cases, rapporteurs gave oral 
retrospective report backs on the notes and recommendations that they had captured; in other 
groups, recommendations were captured in real-time as they were being formulated. In these latter 
groups, projecting what was being captured onto a screen for all group members to see and read 
seemed to be an effective way of increasing opportunities for more participants to engage directly in 
formulating recommendations. In a sense, then, these projections of inscriptions served as 
something of a boundary object, which facilitated co-production of knowledge. This will be 
elaborated on further in the discussion chapter. 
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Table 4.19: Inscription of recommendations in breakaway groups






4 Feedback on notes made at 
various points in process; 
active in formulation of 
recommendations 
Captured onto PowerPoint slides 
before and during formulation; 
shown on screen during 
formulation of recommendations 
27 20% 
10 Active during discussions; 
individual rapporteurs from 
small groups reported back  
Oral report back of presentations 
and comments on these; oral 
report back of recommendations 
from small groups by small group 
rapporteurs 
21 15% 
7 Silent during discussion; 
active during formulation 
of recommendations 




5 Silent Unknown; no report back 
 
16 12% 
6 Active during discussion, 
clarifying, and capturing 
Captured and projected onto 
screen during discussion and 
formulation of recommendations 
15 (only 4 in 
plenary) 
11% 
1 Silent; no checking back in Unknown; no report back 
 
12 9% 
2 Unknown Captured onto PowerPoint 
slides; shown on screen during 
formulation 
9 7% 
8 Active during engagement 
with documents and 
formulation of 
recommendations 
Oral report back by rapporteur 9 7% 
3 Silent Written down by Chair/ 
rapporteur during formulation 
5 4% 
9 Silent until oral report back 
of notes made during 
discussions  
Oral report back on discussions 
by rapporteur; captured by Chair 
on board at front of room during 
formulation of recommendations 
while rapporteur typed 
5 4% 
* Corresponding breakaway group topics: 1. Prevention & promotion. 2. Research & surveillance. 3. Mental health systems. 
4. Infrastructure & human resources. 5. Mental health & other conditions. 6. Mental Health Care Act. 7. Child & adolescent 
mental health. 8. Culture & mental health. 9. Suicide prevention. 10. Advocacy & user participation    
 
The next section will consider the extent to which the inscribed recommendations that were put 




4.5.4 Enacted knowledge inscribed: Conclusions 
 
Each of the ten breakaway groups at the national mental health summit put forward a number of 
recommendations at the plenary session and, apparently, in a closed-door meeting with the summit 
organisers. The processes through which the groups arrived at their recommendations varied 
significantly and were somewhat determined by the way in which group Chairs structured and 
facilitated the group sessions. The availability and quality of audio recordings of these group sessions 
also varied, with four of the groups having recordings of very poor audibility, making inputs and 
process difficult to follow.  
 
Some groups spent the majority of their group sessions on the formal presentations and discussions 
around these; others chose to allocate less time to presentations and more to group discussions and 
formulation of recommendations. Groups spent a minimum of one hour and 22 minutes and a 
maximum of two hours and 33 minutes on group discussions. The degree of direct engagement with 
the draft policy document and with the draft summit declaration also differed between groups. Only 
one group engaged directly with both documents throughout the group discussions; the document 
most engaged with (by four of the ten groups) was the draft summit declaration.  
 
Each group had a Chair and a rapporteur and was structured as a large meeting: discussions rotated 
between participants by way of a microphone, such that participants took turns in raising points or 
making comments on previous points. This kind of format may have been appropriate in managing a 
large amount of input from a large number of people, but it did have implications for how enabling 
the consultation space was of interaction and co-creation of new knowledge. In many cases, the 
discussions were therefore so
statements and little continuous follow-on from one point made to another. There was also the 
sense that participants had to limit their inputs due to time pressures, and the mandate for the 
groups to come up with a number of concrete recommendations meant that much of the talk was 
focused more on formulating recommendations than on engaging with the policy document or with 
one another. This might have impacted on opportunities for embodied knowledge to engage with 
inscribed knowledge and be transformed into enacted knowledge, as well as on the content of 
enacted knowledge generated in these group discussions.  
 
Chairing style varied across the groups, ranging from active facilitation and consistent summarisation 
or reframing, to inactive microphone management. One group chose to break up into smaller groups 
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to formulate recommendations around identified themes; another group engaged in an anonymous 
vote to identify priorities for recommendations. Rapporteurs appeared to be predominantly silent, 
with most reporting back what they had captured towards the end of the group sessions. Much of 
what was captured during group discussions and formulated as recommendations was dependent 
on the Chair and/or the rapporteur. Groups also differed regarding the extent to which group 
participants had the opportunity to confirm or co-formulate group recommendations. The number 
of recommendations put forward by the groups at the plenary session varied from four to 22.  
 
The particular format followed in the breakaway group sessions was may have been driven, in part, 
by pragmatic considerations, and in part by conventionality. From this analysis, there are some 
indications that this format may have constrained the movement of embodied to enacted 
knowledge, in particular, with much of the focus being on moving enacted knowledge into inscribed 
knowledge. While this may have resulted in an effective outcome in terms of producing a number of 
recommendations, there is likely to have been less opportunity for knowledge exchange between 
participants, or for the co-creation of new embodied knowledge in the enacted space. In terms of 
the legitimacy of the process, therefore, there seems to have been an implicit focus on effectiveness 
at the expense of inclusivity (participation).  
 
There are limits, however, in terms of assessing whether these group processes related to observed 
changes in the subsequent outputs, such as the summit declaration recommendations and the final 
policy. Even where a process was deemed to have been effective, this may not have resulted in 
uptake of recommendations into policy which, as previously discussed, would have been determined 
by a number of factors beyond the consultation group sessions. Nonetheless, what this analysis does 
provide is some insight regarding how enacted knowledge was transformed into inscribed 
knowledge during the group discussions. Once this inscribed knowledge left the group space, it was 
then subject to a range of other processes and influences determining whether it ended up being 
used or reflected in policy. The focus of the analysis now turns to the inscribed knowledge form in 
which knowledge left the enacted group spaces, and to how inscribed knowledge subsequently 
moved through summit outputs.  
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4.6 Inscribed knowledge transferred
 
The previous analyses have considered how embodied 
knowledge was enacted at the consultation summit, and 
how group processes may have enabled or constrained 
this enactment and the transfer of knowledge from 
enacted to inscribed forms. While embodied knowledge is 
contained within individuals and enacted knowledge is 
visible only fleetingly during interaction, inscribed 
knowledge is the form that can be transferred most easily beyond the individual and enacted spaces. 
Inscribed knowledge, regardless of how well it captures enacted knowledge, is also the only record 
of this knowledge to which policymakers, who may not have been present during discussions, have 
access. Inscribed knowledge is thus an important form of knowledge at policy consultation 
processes. 
 
This section presents findings from the analysis of how inscribed knowledge moved, through points 
of increasing summarisation or abstraction during the consultation process, to summit and policy 
outputs. It is important to note that no direct causal links can be made between recommendations 
put forward at the consultation and corresponding changes to policy outputs identified during this 
analysis. A change to policy content may have been the result of several factors, including decisions 
made by the technical task team during finalisation of the policy. The fact that these changes may 
have been aligned with recommendations made during the consultation summit could reflect the 
importance of the issue, for example, as opposed to being a direct result of particular consultation 
recommendations. Stronger conclusions can be drawn where policy changes do not reflect 
recommendations put forward at the summit, because this implies that additional information that 
was proposed during the consultation process did not get followed through or taken up following 
the summit. The discussion chapter will explore possible reasons for why this may have been the 
case.  
 
A common trend that emerges in the following analysis is that much valuable detail is lost as 
knowledge moves through each point of abstraction. Although somewhat inevitable in policy 
development, this highlights the tension between formulating a policy document that is general 
enough to apply across multiple contexts,  contextually located 
embodied knowledge during consultation.  
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This section includes findings from three phases of analysis, each presented in separate subsections. 
Phase 1 (subsection 4.6.1) traced inscribed knowledge from the provincial to the national summits. 
The second phase (subsection 4.6.2) focused on the transfer of inscribed knowledge from group 
discussions to summit and policy outputs. The third and final phase (subsection 4.6.3) traced the 
transfer of inscribed knowledge in the summit declaration recommendations into policy outputs.  
 
As described in the methodology chapter (Chapter 3, section 3.7.3.5), detailed analyses were 
conducted across these three phases, identifying and describing follow-through and summarisation 
of inputs across each breakaway group and relevant topic. This was a necessary step in the analysis 
in terms of identifying how detailed inputs were summarised or abstracted at each point of 
inscription and transfer. The fine-grained analyses for each phase discussed in this section are in 
Appendices 8 and 9; these are referenced at relevant points in the subsections below. In this section, 
the findings that emerged from these analyses and that are most pertinent to the aim of the study, 
are presented.  
 
4.6.1 Phase 1: Transfer of inscribed knowledge from provincial to national summits 
 
This subsection focuses on the points of inscription of inputs from the provincial consultation 
summits to the national consultation summit. In particular, the analysis was concerned with the 
potential for follow-through of inscribed knowledge inputs from these consultation events (where 
such information was available), identifying points where these inputs would, by necessity, have 
been summarised and inscribed into recommendations. Figure 4.12 below shows the points of 
abstraction and transfer of inscribed knowledge at and beyond the provincial summits. In this phase, 
the recommendations from the provincial summits were also compared with the final declaration 
recommendations from the national summit, in order to assess the extent to which these national 
recommendations reflected the recommendations made at local levels. The steps followed in this 
phase of the analysis are shown as blocks on the far-left of Figure 4.12, with arrows indicating the 
chronology of these steps. The concentric analytical framework diagram is included at the bottom 
left of Figure 4.12, as a reference point showing the link between Phase 1 of the analysis and the 
overall analytical framework.  
 
The process through which provincial summit records were obtained was described in the 
methodology chapter. It is worth drawing attention again here to the inconsistencies in the 
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availability of this information in terms of the access that different provinces provided, as well as the 
form that these records took. The data collection process, then, already suggested that processes for 
capturing and transferring inputs from provincial summits through to national level were not 
systematic. It also demonstrated a lack of transparency and feedback regarding the policy 
consultation process. These issues are documented in detail in the published paper that is linked to 
this study (Marais et al., 2017), included as Appendix 3.  
 
 Figure 4.12: Abstraction and transfer of inscribed knowledge at the provincial summits 
 
 
4.6.1.1   First point of inscription: Provincial summits to provincial reports 
The draft mental health policy document was available for review and input at the provincial mental 
health summits. The format of the provincial summits seems to have been similar to the national 
summit in terms of the major themes that were on the programme for consideration and the 
breakaway group sessions. There was variation across provinces, however, with respect to the 
number and topics of the breakaway group sessions. There would presumably have been report 
backs from the breakaway groups to the provincial plenaries which, as at the national summit, would 
be a summary of the group discussions, formulated as recommendations. It was not possible to 
determine this conclusively due to the aforementioned inconsistences in availability of records from 
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these summits. Deliberations at these provincial summits were thus summarised in some way to 
allow for the inscribed reports to be generated  once from group discussions to group 
recommendations, and then again to compile the provincial summit report. However, some 
provinces also captured the more detailed group recommendations in their summit reports, either 
as appendices or within the narrative body of the report. 
 
4.6.1.2   Second point of inscription: Provincial reports to national summit 
One province  the Northern Cape  did not hold a provincial summit. Out of the eight (of nine) 
provinces that held mental health consultation summits, only three gave feedback at the national 
summit. It was thus difficult to determine whether or how the information and recommendations 
from the provincial health summits were followed through into the national summit and 
recommendations, due to a lack of consistent information from these provincial summits. However, 
with recommendations available in some form from all but one of the provincial summits, it was 
possible to conduct a comparative documentary analysis of these provincial recommendations with 
the final national summit declaration recommendations. This was done to determine alignment 
between the recommendations put forward by each of the provinces with those put forward at the 
national summit. Ultimately, all of these recommendations would have needed to be consolidated 
and prioritised for consideration during finalisation of the mental health policy. It was thus of 
interest to identify whether and how issues prioritised at the provincial summits aligned with those 
prioritised in the final summit declaration  the official output of the national consultation summit.   
 
As discussed above, the form and availability of the provincial summit reports varied substantially. It 
was therefore not possible to determine whether or how these reports were used in finalising the 
draft policy, or in identifying priorities for the implementation plan, although it might be fair to 
assume that the reports were sent to the national DoH following the provincial summits. The three 
provinces (Gauteng, Limpopo, and Mpumalanga) that gave oral feedback at the national summit 
session did not send summit reports upon our request, so it was not possible to determine whether 
the oral feedback was a comprehensive or summarised version of what was contained in those 
reports. However, with the oral feedback from these three provinces and the provincial summit 
reports we received from another four provinces (Free State, KwaZulu-Natal, North West, and 
KwaZulu-Natal), it was possible to extract recommendations from seven of the eight provincial 
summits that were held prior to the national summit. The recommendations from the provincial 




Recommendations from each provincial summit were compared with the corresponding national 
summit declaration recommendations for consideration of the alignment of provincial summit 
resolutions with national summit resolutions. In order to conduct this comparison, the resolutions 
from provincial reports were re-categorised to fall under each of the ten themes of the breakaway 
group sessions at the national summit, which were also used to code the recommendations on the 
national summit declaration. 
themes in order to differentiate recommendations made regarding each of these issues.  
 
Table 4.20 depicts the alignment of provincial summit recommendations with national summit 
declaration recommendations. Each column shows the alignment of recommendations per province. 
Reading across each row shows the relative alignment of provincial recommendations with national 
recommendations for each topic. The provincial summit recommendations were coded according to 
how they were reflected in the national summit declaration recommendations as: i) mostly 
reflected; ii) broadly or partially reflected; or iii) not reflected. In cases where no recommendations 
were made by a province regarding a particular theme, this was coded as such (no 
recommendations). For ease of reference, these categories are colour coded in Table 4.20: dark blue 
for mostly reflected, light blue for broadly or partially reflected, and grey for not reflected.  
 
It should be noted that while the provincial recommendations were generally quite detailed, the 
summit declaration recommendations were fairly broadly phrased. As such, it was not difficult to 
identify broad or partial alignment according to the correspondence in topics, but in most cases, the 
detail of the provincial recommendations was not captured in the national summit 
recommendations. In general, provincial summit recommendations tended to be more focused on 
more specific on-the-ground details than national summit declaration recommendations. At this 
level transfer  from one inscribed knowledge output to the next, there was a degree of 
summarisation in which some of the detail from provincial recommendations was abstracted out in 
the national summit recommendations. Notwithstanding the inconsistencies in whether provincial 
summit outputs were incorporated into national summit outputs, the national-level 
recommendations represented a substantially abstracted version of the recommendations that had 
been put forward by provinces. The implications of this disconnect for policy implementation are 






















































































































































































































































































































































































































































































































































   
   
   
   
















































































































































































































































































































































































































































































































































































































































































































As seen in Table 4.20, most of the recommendations that were put forward from provincial summits 
were broadly or partially reflected in the national summit declaration recommendations. Two notable 
exceptions were recommendations relating to child and adolescent mental health, and advocacy and 
user participation. No recommendations regarding child and adolescent mental health were included in 
the national summit declaration, so any provincial recommendations made in this regard were not 
reflected  and all provinces made recommendations relating to this issue. The recommendations made 
by the Free State, Limpopo and North West provinces relating to advocacy and user participation were 
also considered not to have been captured in the broad summit declaration recommendations. Only two 
of the seven provinces put forward specific recommendations regarding suicide prevention: Lim
recommendations were not reflected in the national declaration recommendations, while 
 
In some cases, there were no provincial recommendations relating to themes for which 
recommendations were put forward in the national summit declaration. Perhaps most notable were the 
lack of recommendations put forward by the majority of provinces regarding prevention and promotion, 
culture and mental health, and suicide prevention. These themes were nonetheless reflected in 
recommendations made in the national summit declaration. On the other hand, the provincial 
recommendations that may have related to mental health and other conditions were generally 
incorporated into other themes or topics, thus accounting for the apparent lack of provincial 
recommendations regarding this theme in Table 4.20. 
In only a handful of cases were provincial recommendations considered to be mostly reflected in the 
h system recommendations; 
KwaZulu-
recommendations relating to infrastructure, and mental health and other conditions; and the Western 
nfrastructure. There did not seem to be any particular patterns 
with regard to provinces that presented oral feedback at the national summit (Gauteng, Limpopo, and 
Mpumalanga) and the reflection of provincial recommendations in the national summit declaration 
recommendations.  
Three further points are worth noting here. The first is that all provinces in some way endorsed or 
advocated for the integration of mental health into primary health care. This was consistent with the 
emphasis on integration at the national summit. However, only one province (KwaZulu-Natal) 
recommended that this be achieved through the establishment of district specialist mental health 
teams. Not only was this one of the eleven recommendations that were included on the national 
summit declaration, as will be seen later, it was also explicitly identified as an implementation priority 
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on the eight-point Strategic Plan (implementation plan) added to the policy after the summit. There are 
indications that the establishment of the district teams is one of the major stumbling blocks in 
implementing the policy at provincial level (Burgess, 2016). Conversely, child and adolescent mental 
health was flagged as a priority in all of the provincial summit reports. However, this issue was not 
included as a recommendation on the national summit declaration, nor was it mentioned in subsequent 
implementation priorities and activities outlined in the policy.  
4.6.1.3   Third point of inscription: National summit group discussions to group 
recommendations 
At the national mental health summit, participants in the breakaway group sessions were asked to 
deliberate on ten pertinent issues relating to mental health in breakaway group sessions. Each of these 
groups formulated recommendations that were presented to the whole summit audience at the 
plenary. It was arguably necessary that the level of detail contained in group discussions would need to 
be abstracted into inscribed recommendations that would be appropriate as policy proposals. Analysis 
of the reflection of group discussions in the group recommendations is presented in subsection 4.6.2.1 
below.  
4.6.1.4   Fourth point of inscription: National group recommendations to summit declaration 
The recommendations from the ten breakaway groups were presented back to the plenary and, it 
seems, in a closed-door meeting with the summit organisers from the national DoH. From these group 
recommendations, recommendations were added to the summit declaration, which was the official 
output from the national mental health summit. Of the 125 recommendations made by the ten 
breakaway groups at the national summit plenary, eleven recommendations were included on the 
summit declaration. There was thus substantial summarisation from the group recommendations to the 
summit declaration recommendations. Analysis of the reflection of the group recommendations in the 
final summit (declaration) recommendations is presented in subsection 4.6.2.1 below.  
4.6.1.5   Fifth point of inscription: Summit declaration to final policy and implementation plan 
Following the national mental health summit, a task team was convened to finalise the mental health 
policy based on inputs from the consultation process. The task team comprised individuals who had 
been part of the organising committee for the national summit. According to the policy document, this 
  from the long list of priorities that the summit 
epartment of Health, 2013, p. 4). It seems likely, then, that the task team considered not 
only the summit declaration but the group recommendations as well in their deliberations around 
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finalising the policy and drafting the implementation plan. A footnote on the eight-point 
implementation plan states that it was informed by inputs from the national mental health summit.   
In summary, eight provincial consultation summits were held prior to the national consultation summit 
in April 2012. Knowledge inputs at each of these summits moved from detailed group discussions to 
group recommendations, which likely reflected a summarised version of these participant inputs in 
inscribed form. These group recommendations were subsequently summarised and captured in 
provincial summit reports. The process of transferring these reports from provincial summits to either 
the national summit or the national DoH for consideration in policy development is not clear; it certainly 
seems to have been not systematic. Only three provinces presented oral feedback at the national 
consultation summit. It is evident from this analysis that, although the provincial recommendations 
were mostly represented by theme in the national summit declaration recommendations, much of the 
detail of the provincial recommendations was lost  or abstracted out  in the more broadly phrased 
national recommendations.  
At the national consultation summit, a similar process of summarisation of knowledge inputs occurred 
as recommendations were transferred from group level to final summit reporting (declaration) level. 
The detailed group recommendations were substantially reduced and summarised in the national 
summit recommendations. At each point of inscription, then, as knowledge inputs were moved through 
the consultation process, a significant amount of detail seems to have been lost in the abstraction of 
detailed recommendations into more broadly summarised recommendations. In addition, at each point 
of inscription, the only information available was that which had been inscribed at previous points, 
rather than the more detailed inputs or inscriptions on which these summarised forms were based. This 
has implications for the manner in which inscribed knowledge is captured, including decisions about 
what gets captured at each point. The extent to which the inscribed knowledge at each subsequent level 
of abstraction captured the proposals put forward by individuals and groups at the national summit is 
explored further in the subsections below.   
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4.6.2 Phase 2: Transfer of inscribed knowledge from national summit group sessions 
 
Phase 2 of the analysis focused on the transfer of inscribed knowledge from the group discussions to the 
group recommendations, and from the group recommendations to summit and policy outputs. This 
analysis was conducted in five steps, as shown in Figure 4.13. The main findings are presented here; 
detailed analyses of how particular issues from particular groups moved through inscription points have 
been included as appendices and are referenced at relevant points in the subsections below.    
The five steps in Phase 2 of the analysis are shown as blocks on the left-hand side of Figure 4.13. Arrows 
between these blocks depict the chronology of the analysis. The concentric analytical framework 
diagram is included at the bottom right of Figure 4.13 as a reference point, showing the link between 
Phase 2 of the analysis and the overall analytical framework.  
 
Figure 4.13: Abstraction and transfer of inscribed knowledge from national summit group sessions  
4.6.2.1   Reflection of group discussions in group and summit recommendations  
This subsection presents the results of a comparative analysis of follow-through of group discussion 
content to group recommendations, and from group recommendations to final summit 
recommendations, to establish if and how knowledge inputs moved from group discussions to group 
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and summit recommendations. As such, the findings presented in this subsection comprise both steps 1
and step 2 as shown in Figure 4.13.  
It is important to note the following about coding in these two steps: the comparative analysis was 
conducted within group topics. In other words, the recommendations from each separate group were 
compared with the discussions from within the corresponding group. Similarly, the recommendations 
from each separate group (i.e. rather than across mental health content themes) were compared with 
the summit recommendations. This was to allow for an analysis of how knowledge moved into inscribed 
forms from within each breakaway group session specifically. In the subsequent steps of analysis, as will 
be explained below, the discussions from the separate breakaway groups were collapsed and 
comparisons then done across mental health content themes to enable tracing of this content across 
documents. The detailed recommendations put forward by each group at the national summit are 
included in Appendix 11.  
A note about the summit declaration recommendations: a draft of this document was available at the 
start of the national summit, with a number of broadly stated recommendations included. These are 
referred to subsequently as pre-summit recommendations, where relevant. From the ways in which this 
draft document was discussed in the group sessions, the summit declaration seems to have been 
drafted up to the point of And consequently to prior to the summit, and groups were asked to fill in 
their recommendations in this final section. The only parts of the summit declaration that therefore 
seemed to actually come directly out of the summit discussions are those that are phrased in the future 
tense; the rest appears to have already been written prior to the summit, up to and including the 
Hereby commit to section.  
Eleven recommendations were added to the declaration following the national summit. These could 
thus be more plausibly linked to inputs made at the national summit, and are referred to as post-summit 
recommendations. Given that each of these eleven post-summit recommendations correspond to a 
breakaway group topic for almost all the breakaway groups at the national summit, it seems as though 
one broad recommendation was included for each breakaway group, with the exception of child and 
adolescent mental health, and advocacy and user participation.  
The analysis of follow-through from group discussions to group recommendations and from group 
recommendations to summit declaration recommendations is shown in summarised form in Table 4.21. 
The reflection of group discussions in group recommendations, and of group recommendations in 
summit declaration recommendations, was coded as: i) comprehensively reflected; ii) partially reflected; 
and iii) not reflected at all. Coding definitions can be found in the coding framework in Appendix 4. A 
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descriptive analysis of the alignment of group discussions with group recommendations, and of group 
recommendations with summit recommendations, is included as Appendix 12.  
In general, the group recommendations presented at the plenary largely seemed to at least partially 
reflect group discussions, with the exception of recommendations on the Mental Health Care Act. As 
mentioned earlier, only four of the stated 15 recommendations from this group were reported back at 
the summit plenary. In most cases, these group recommendations were a partial reflection of the group 
discussions, in the sense that (inevitably) some of the detail of the discussions was not captured in the 
recommendations. 
Table 4.21: Reflection of group discussions in group recommendations and group recommendations in 
summit recommendations 






1 Prevention & promotion Comprehensively Partially 
2 Research & surveillance Partially Partially  
3 Mental health systems Partially Comprehensively 
4 
Human resources  Comprehensively Partially 
Infrastructure Comprehensively Partially 
5 Mental health & other conditions Comprehensively Partially  
6 Mental Health Care Act Not at all Partially  
7 Child & adolescent mental health Partially Not at all 
8 Culture & mental health Partially Partially  
9 Suicide prevention Partially Partially  
10 Advocacy & user participation Partially Not at all 
A total of 125 recommendations were put forward by the ten breakaway groups at the national summit. 
From this, eleven recommendations were added to the final summit declaration that was read out at 
the plenary session at the end of the summit. No information was available regarding the criteria used 
for prioritising group recommendations or decisions made about which of these recommendations to 
include in or as summit recommendations. Generally, the eleven summit recommendations seemed to 
partially but broadly reflect the group recommendations. Again, much of the detail of the group 
recommendations was lost at this point. The summit declaration recommendations roughly reflected 
the themes of eight of the ten breakaway groups, suggesting that the prioritisation of these issues for 
discussion at the national summit was mirrored by their prioritisation in the final summit declaration. 
Child and adolescent mental health was not specifically referenced in the final summit 
recommendations, nor was advocacy and user participation.  
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Viewed in light of the findings from the previous section on group processes, these findings have some 
implications about the way in which enacted knowledge was transferred to inscribed knowledge at the 
consultation summit. There was much variation in group process across the groups, in terms of the 
amount of time they dedicated to presentations versus discussions, the number of recommendations 
put forward, and the ways in which they reached these recommendations. Many of the groups seemed 
to follow a somewhat ad hoc process in formulating their recommendations, and yet the analysis 
presented here ssions, 
which suggests that this may also have been somewhat ad hoc, or fortuitous. The fact that all of the 
-
that could be involved during the formulation of recommendations, which frequently entailed a back-
and-forth between a handful of people. Opportunities to speak would have been somewhat dependent 
on the manner in which the Chair facilitated the session; similarly, what got captured during these 
discussions would have depended on the person doing the capturing (rapporteur). This highlights the 
importance of individual-level influences on these processes. 
The summarisation of the 125 group recommendations into eleven summit declaration 
recommendations implies that across all groups, regardless of process followed or number of 
recommendations made  per group for 
inclusion in the final summit recommendations. As mentioned above, no information was available 
regarding the basis on which these decisions were made. Which of the group recommendations per 
group got prioritised was likely the result of a range of factors, not least of which would have been the 
influence of the people attending the closed-door meeting where the summit declaration 
recommendations were finalised.  
It may also be that the summit recommendations mostly reflected group recommendations, albeit on an 
abstracted level, because most of the groups engaged in some way with the summit declaration 
document when drafting their recommendations. There was much less direct engagement, however, 
with the draft policy. It is therefore possible that the changes made to the policy following the summit 
may not be related to the recommendations made by the groups (which related primarily to the summit 
declaration). This possibility is explored in the next subsection.   
4.6.2.2   Reflection of group recommendations in policy changes  
The findings from the preliminary comparative analysis of the draft and final policies presented in 
section 4.2 indicated that few substantive changes were made to the policy document that was finalised 
by the task team following the consultation summits. However, it is possible that the recommendations 
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put forward at the national summit may have informed those changes that were made to the policy. In 
this subsection, breakaway group recommendations are thus compared with these policy changes.  
During the breakaway group discussions at the national summit, some of the groups engaged directly 
with the draft policy document. In some cases, these discussions focused specifically on terms or 
phrases used in the policy, suggesting additions or changes. This level of detailed engagement and 
feedback was not captured in the group recommendations presented at the plenary session which, 
arguably out of necessity, represented a prioritised and summarised list of suggestions made during the 
group discussions. It is unlikely that the technical task team appointed to finalise the policy following the 
summit would have had access to records of group discussions (the audio recordings of the summit, for 
example), unless individual members of this task team participated in particular breakaway groups. 
These in-group recommendations would thus not likely have resulted in micro-level changes to the 
policy. Nevertheless, the group recommendations that did form part of the plenary feedback were 
greater in number and in detail than the recommendations that were ultimately included in the summit 
declaration.  
For the purposes of this and other analyses going forward, the recommendations made by the groups at 
the national summit were re-categorised according to the themes to which they most corresponded, as 
opposed to the topic of the specific breakaway group in which they were made. The codes for these 
themes were presented and described in section 3.7.3 of Chapter 3. They are shown again here in Table 
4.22. This allowed for a more accurate comparison of group recommendations made at the summit and 
the changes made to the policy after the summit. In some cases, group recommendations pertained to 
more than one theme and were counted in both. Thus, the total number of recommendations increased 
from the actual 125 to the thematically categorised 136. The detailed analysis of the reflection of group 
recommendations in policy changes is presented in Appendix 8 (section 8.1). 
Table 4.22: Categorisation of themes for analysis 
Theme 
Prevention and promotion Child and adolescent mental health 
Research Culture and mental health 
Monitoring and evaluation Suicide prevention 
Mental health systems Advocacy and user participation 
Human resources  Governance 
Infrastructure Intersectoral collaboration 
Mental health and other conditions Funding 
Mental Health Care Act implementation Medicines, equipment, and protocols 
Mental Health Review Boards Quality assurance 
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Due to the more detailed, specific nature of both the group recommendations and the policy changes 
identified, it was possible that correspondence between these group recommendations and changes 
between the draft and final policies would be identified. However, it is important to note that where 
policy changes seemed to reflect group or summit recommendations, this demonstrated possible 
alignment between issues, as opposed to causality. In other words, a direct, causal link between group 
or summit recommendations was not assumed. Stronger conclusions could be drawn in instances where 
these recommendations did not appear to be reflected. Consequently, the discussion going forward will 
focus predominantly on those issues that did not seem to be reflected in policy outputs.  
This analysis showed that the majority (84%) of group recommendations put forward at the national 
summit did not seem to be reflected in the changes that were made to the policy during its finalisation, 
as shown in grey in Figure 4.14. Where policy changes and group recommendations did seem to 
correspond, this was largely in terms of a broad association with the same issue, rather than direct and 
specific correspondence between the content of the recommendation and the content of the policy 
change. These were coded as partially reflected (11%). Direct alignment (4%) could only be identified for 
recommendations regarding funding, infrastructure, and monitoring and evaluation, and policy changes 
relating to these themes. There was only one instance in which a policy change directly contradicted the 
summit group recommendations, as shown in red in Figure 4.14. This was where the group 
recommendation was that no new psychiatric hospitals should be built; however, the provision in the 
draft policy stipulating no new hospitals was deleted from the final policy. No other policy changes 
seemed to be contrary to what was proposed by the groups at the national summit.  
 
Figure 4.14: Percentage of group recommendations reflected in policy changes  
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Although it could be the case that the group recommendations were simply aligned with existing policy 
content, the lack of correspondence between the changes between the recommendations put forward 
at the summit and the changes that were made to the draft policy following the summit and the 
recommendations put forward at the summit is interesting. If, as will be explored in the next subsection, 
the group recommendations were not aligned with the draft policy itself, this suggests that inputs made 
at the consultation summits differed from or built on policy content in some way but were nonetheless 
not used to inform the policy  at least not in any direct way. However, as previously mentioned, many 
of the groups at the national summit did not engage directly with the draft policy document. It is 
perhaps thus not surprising that there appeared to be little alignment between the group 
recommendations and the changes that were made to the policy following the summit. It is also possible 
that the recommendations proposed by the summit groups were aligned with existing (draft) policy 
content. This is explored next in subsection 4.6.2.3.  
4.6.2.3   Reflection of group recommendations in draft policy  
From previous analyses, it seems that the mental health policy did not change substantively following 
the national consultation summit, nor did the group recommendations made at the summit seem to 
correspond with the changes that were made to the final policy during the finalisation period after the 
summit. However, it is possible that the outputs from the policy consultation  particularly those from 
the national summit  may have simply already aligned so closely with the draft policy content that the 
recommendations comprised no significant deviations from or additions to the policy document that 
was available for review at the consultation summits.  
This subsection thus presents findings from the analysis of the reflection of group recommendations in 
the content of the draft policy. The pre-consultation version of the policy was chosen for this analysis as 
it was the document that was available to participants at the national summit. It is worth noting again 
here that a fairly large amount of leeway was allowed for in the coding for alignment between group 
recommendations and policy content. Where group recommendations were coded as reflected, this was 
typically because of alignment between the main issues referred to in both the policy content and the 
recommendations; a degree of detail contained in the group recommendations was nonetheless lost  in 
the policy content. The detailed analysis of the reflection of group recommendations in the draft policy 
is presented in Appendix 8 (section 8.2).  
As shown in Figure 4.15, just over a third (37%) of the group recommendations put forward at the 
national summit seemed to be reflected in the draft policy. The themes for which the majority of the 
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recommendations were broadly reflected in policy content were: governance; prevention and 
promotion; intersectoral collaboration; mental health systems; medicines, equipment and protocols; 
and quality assurance. Limited conclusions can be drawn about the apparent alignment of group 
recommendations with the draft policy content, particularly given the limited engagement with the 
draft policy by many of the groups at the summit. The alignment may simply reflect consistency across 
the major issues in or approaches to mental health. It does suggest, however, that the policy in some 
way already addressed around a third of the proposals put forward at the national summit. 
 
Figure 4.15: Percentage of group recommendations reflected in draft policy 
A minority of group recommendations (12%) were partially reflected in the draft policy, in the sense that 
they aligned with a broad theme or issue already addressed in the policy document, but required an 
expansion or more detailed addition to this content  changes which were not subsequently made. 
More than half (51%) of the recommendations proposed by the breakaway groups were not reflected in 
the content of the draft policy. This was the case for the majority of the recommendations made 
regarding suicide prevention, Mental Health Review Boards, Mental Health Care Act implementation, 
culture and mental health, child and adolescent mental health, research, and advocacy and user 
participation. Figure 4.16 shows the percentage of recommendations per issue that did not seem to be 
reflected in draft policy content. See Appendix 8 for detailed analysis.   
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Figure 4.16: Percentage of group recommendations not reflected in draft policy content 
There were thus a substantial proportion of recommendations made by breakaway groups at the 
national summit that were reflected in neither the draft policy nor the changes made to the policy 
following the summit. One possible conclusion that can be drawn from this is that the policy was already 
a fait accompli prior to the summit. Another is that the summit endorsed the content of the policy and 
recommended no substantive changes, although the recommendations added to the summit 
declaration at the end of the summit did not give this immediate impression. However, there were two 
major additions to the policy during its finalisation following the summit  the Strategic Plan, outlining 
implementation priorities, and the Terms of Reference for key structures. In the next two subsections, 
the reflection of group recommendations in these two policy appendices is explored.  
4.6.2.4   Reflection of group recommendations in Strategic Plan 
The substantive new additions to the final policy, post-summit, were the eight-point Strategic Plan 
(hereafter also referred to as the implementation plan) and the Terms of Reference (outlining detailed 
activities assigned to various structures), both in the appendices of the policy. It is possible that the 
summit outputs were drawn on when developing these two new documents. Certainly, the more 
detailed nature of the group recommendations may have made them more amenable to being captured 
in more operational terms  that is, in these implementation priorities and actions. In addition, a 
footnote in the final mental health policy document indicates that the implementation plan was 
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informed by the national mental health summit, as well as by the policy. From the group discussions at 
the consultation summit, it also appeared that the summit organisers from the DoH might have asked 
groups to identify priorities for implementation. Findings from the comparative analysis of the group 
recommendations with the eight-point implementation plan are presented in this section. The more 
detailed analysis is included in Appendix 8 (section 8.3).   
The Strategic Plan that was included in the final policy document identified eight priorities for 
implementation. A number of key activities were associated with each of these implementation 
priorities. Under the Infrastructure and capacity of facilities implementation priority, for example, is the 
Mental 
health, technology, equipment, and medicines 
psychotropic medicines, as provided on the essential drug list, available at all levels of 
activities reflected the operationalisation of the implementation plan in particular actions. The 
implementation priorities, together with the corresponding number of key activities (KAs), are as 
follows: 
1. District-based mental health services and primary health care re-engineering (two KAs). 
2. Institutional capacity building (national, provincial, district) (three KAs). 
3. Surveillance, research, and innovation (three KAs). 
4. Infrastructure and capacity of facilities (five KAs). 
5. Mental health technology, equipment, and medicines (two KAs). 
6. Intersectoral collaboration (one KA). 
7. Human resources for mental health (three KAs). 
8. Advocacy, mental health, and promotion of mental illness (one KA). 
A number of these implementation priorities reflect the themes that were included on the consultation 
summit programme for the breakaway group sessions. It is possible, then, that the priorities for 
implementation were already somewhat predetermined as priorities, given their inclusion as issues for 
group deliberations at the consultation summit. It may also be the case that the group and summit 
recommendations were aligned with implementation priorities and actions because these are 
commonly accepted as the pressing issues in mental health context in South Africa. The purpose of this 
analysis was therefore not to determine causality in terms of attempting to identify a direct link 
between recommendations and implementation priorities. Several considerations would have factored 
into the identification of implementation priorities and activities, including the content of the policy 
itself, feasibility issues, and current health system context and constraints.  
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However, given that the implementation plan was one of the only two substantive changes made to the 
policy following the summits, and that this is explicitly stated as having been informed by the summit, it 
is useful to look at alignment of summit recommendations with this document. Of particular interest 
were issues that were raised as priorities (recommendations) by the summit groups but that were 
subsequently omitted from implementation priorities and activities, as this is an example of where the 
consultation explicitly did not inform policy changes.  
Several issues for which groups had proposed recommendations at the national summit were not 
reflected in any of the eight priorities identified for implementation on the Strategic Plan. These are 
shown in Figure 4.17, with the numbers of recommendations associated with each of these issues 
depicted on the vertical axis (see Appendix 8 for detailed analysis). If the numbers of recommendations 
put forward around particular issues at the national summit are taken as an indication of where 
emphasis was placed, the key issues coming out of the summit included human resources, advocacy and 
user participation, prevention and promotion, child and adolescent mental health, infrastructure, and 
culture and mental health. These were issues for which ten or more recommendations had been put 
forward across different groups at the summit. All but two of these issues  child and adolescent mental 
health, and culture and mental health  were reflected in the eight priorities identified for 
implementation on the Strategic Plan appendix.  
cent mental health, on both the summit declaration and the 
implementation plan, may be partly explained by the fact that separate policy guidelines on child and 
adolescent mental health had already been developed (Child and Adolescent Mental Health Policy 
Guidelines, 2003). However, these guidelines do not represent official policy directives. This was thus a 
missed opportunity for additional guidance on child and adolescent mental health to be included in the 
mental health policy, and particularly for it to be prioritised in implementation.  
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Figure 4.17: Issues not reflected in implementation priorities 
Conversely, there were three issues which did not seem to generate a lot of recommendations (five or 
fewer) at the summit but were nonetheless included among the eight implementation priorities. These 
were governance, intersectoral collaboration, and medicines, protocols and equipment. Notably, these 
issues had also not been identified as topics for discussion in the ten breakaway groups at the summit. 
This suggests that decisions to include them as priorities for implementation were unrelated to the 
consultation.   
It was possible to identify instances in which group recommendations were not reflected in the eight 
priorities identified for implementation on the Strategic Plan, but were nonetheless reflected in the 
more detailed key activities associated with one or more of these implementation priorities. However, 
as shown in Figure 4.18, the majority (70%) of group recommendations were not reflected in these 
more detailed key activities.  
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Figure 4.18: Percentage of group recommendations reflected in key activities on implementation plan 
Less than a third of the group recommendations from the national summit were determined to be 
reflected in some way in the key activities associated with the implementation priorities on the Strategic 
Plan. There were several instances of issues that had not necessarily been identified as one of the eight 
implementation priorities, but which were nonetheless reflected in the key activities listed for particular 
priorities. An example of this was culture and mental health, which was not identified as an 
implementation priority per se, but which was considered to be reflected in the key activity relating to 
proficiency training in indigenous languages for mental health care practitioners, under the human 
resources implementation priority. The percentages of group recommendations, by theme, that were 
not reflected in key activities on the implementation plan are shown in Figure 4.19.   
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Figure 4.19: Percentage of group recommendations not reflected in implementation plan key activities  
The majority of group recommendations proposed at the national summit were therefore not reflected 
in the implementation priorities and key activities detailed on the Strategic Plan. The final level of 
analysis, then, explored whether these recommendations may have been reflected in the other addition 
to the policy following the summit: the Terms of Reference document. These findings are presented in 
the subsection below.  
4.6.2.5   Reflection of group recommendations in Terms of Reference 
The Terms of Reference (ToR) for key structures was added as an appendix to the mental health policy 
during the period between the national summit and the promulgation of the final policy. Together with 
the eight-point Strategic Plan, this was the only substantive addition to the policy following the 
consultation summits. It was considered relevant for analysis to determine whether this new content 
might reflect recommendations put forward at the consultation summit. Due to the more detailed 
nature of the actions outlined in the ToR, it was possible that it would reflect the more detailed summit 
group recommendations. This subsection presents these findings. The detailed comparative analysis of 
group recommendations with the ToR actions is included in Appendix 8 (section 8.4).  
It has already been shown that the policy document did not change substantively following the national 
summit (section 4.2). As previously discussed, this may be because the summit and group 
recommendations were aligned with the existing policy content. However, it was also noted that the 
groups at the summit seem to have been instructed to produce priorities for implementation. It may be, 
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then, that the outputs from the consultation summit would have informed either the implementation 
plan priorities and key activities, or the ToR actions, or both. Once again, it is not possible to determine 
causality, that is, an issue raised at the summit being directly taken up in the implementation actions, as 
other factors that may have influenced this decision. The recommendations that were not reflected in 
either the implementation plan or ToR allow for more definite inferences to be made that the specific 
recommendations had no influence. 
There were four key structures to which actions were delegated in the ToR appendix. These key 
structures are listed here, with the number of actions outlined for each structure included in 
parentheses, were: 
1. District specialist mental health team (11). 
2. Ministerial Technical Advisory Committee in Mental Health (6). 
3. Provincial Mental Health Directorates (9). 
4. National Health Commission (1). 
An example of an action associated with the district specialist mental health team 
routine ongoing training and supervision for primary health care staff . Actions associated with the 
tation of mental health specialists on appropriate budget 
.  
 
Figure 4.20: Percentage of group recommendations reflected in Terms of Reference actions  
Of the 136 group recommendations proposed at the national summit, less than a quarter (23%) of these 
were reflected in the ToR actions (see Figure 4.20). As shown in Figure 4.21, the majority of group 
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recommendations across all themes were not reflected in the ToR, with the exception of 
recommendations relating to quality assurance and Mental Health Review Boards. This was a surprising 
finding, given that the more detailed nature of the group recommendations may have made them more 
amenable for inclusion or alignment with more detailed actions relating to implementation.  
 
Figure 4.21: Percentage of group recommendations not reflected in Terms of Reference actions 
In a second level of analysis, the reflection of group recommendations in either one of the two 
implementation-related appendices added to the policy was explored. More than half of these 
recommendations were found not to be reflected in any way in either the implementation plan or the 
ToR. Those themes for which none of the group recommendations was captured in either appendix 
were Mental Health Care Act implementation, medicines, equipment and protocols, funding, and child 
and adolescent mental health. This is shown in Figure 4.22.  
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Figure 4.22: Percentage of group recommendations not reflected in either new appendix 
The finding that less than half of the group recommendations were reflected in these additions could be 
interpreted in several ways. Firstly, the summit declaration was the official output of the national 
summit. This was ultimately included in the final policy document. It seems likely that the task team 
appointed to finalise the policy after the consultation summits would have had access to  and referred 
to  this summit declaration during this process. It is not clear, however, whether this task team would 
have had access to the more detailed group recommendations reviewed in this section. Thus, there may 
have been no potential for uptake of any of this content into the amendments made to the policy during 
the finalisation process.  
Another way of interpreting these findings is to propose that just under half of the group 
recommendations being reflected in the two substantive additions to the policy following the summit 
represents a significant number, considering that this is only one element that would have been 
reviewed when finalising the policy. Given that the content of the policy itself did not change 
significantly following the summit, nor did the changes seem to be related to the summit 
recommendations (particularly the group recommendations), it is notable that a number of these 
recommendations did seem to be reflected in the appendices that outlined more detail for the 
implementation of the policy.  
This subsection has presented analysis of group recommendations made at the national summit with 
various inputs (group discussions) and outputs (summit declaration recommendations and policy 
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content and amendments). As noted above, the summit declaration was considered to be the official 
report of the national summit. In the next subsection, these summit declaration recommendations will 
be compared with policy outputs to determine the extent to which these outputs reflect the official 
contributions (i.e. the summit declaration recommendations) from the consultation.  
4.6.3 Phase 3: Transfer of inscribed knowledge from summit recommendations 
A draft summit declaration was available for review at the national mental health summit. The draft 
- text highlighted the context and challenges faced by South Africa in relation to mental 
health, and the importance of integrating mental health into primary health care. It also included a 
number of broad actions or pre-summit recommendations that should be followed in implementing an 
approach to mental health care in this context. These pre-summit declaration recommendations roughly 
corresponded to a number of the topics identified for discussion by the group commissions at the 
national summit. At the end of the summit, eleven recommendations were added to the end of the 
summit declaration. These eleven recommendations were thus presumed to be a reflection of the 
inputs and group recommendations made at the consultation summit.  
As mentioned earlier, the summit declaration was the official output of the national summit and was 
publicly available as the summit report. It therefore seems likely that this output would have been 
available to the team tasked with finalising the policy. The purpose of the analysis in this subsection was 
thus to explore the extent to which these summit declaration recommendations were reflected in 
various policy outputs, as shown in Figure 4.23. The findings from this final analysis phase are presented 
in the subsections that follow. Detailed analyses on which the findings of each subsection are based 
have been included in Appendix 9.  
 
Figure 4.23: Abstraction and transfer of inscribed knowledge from summit recommendations  
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As with previous figures, the steps followed and data included in Phase 3 of the analysis are shown as 
blocks on the left-hand side of Figure 4.23, with arrows between blocks depicting chronology of these 
steps. The concentric analytical framework is included for reference at the bottom right of Figure 4.23, 
to indicate the link between Phase 3 of the analysis and the overall analytical framework.  
4.6.3.1   Reflection of summit recommendations in policy changes  
As noted above, a number of pre-summit recommendations were already included in the draft summit 
declaration at the start of the summit. As such, these were not considered to be a reflection of the 
discussions or recommendations emanating from the summit itself. In addition, few of the summit 
breakaway groups engaged directly with the draft declaration and, more specifically, with the content of 
the pre-summit recommendations relating to their topic. The majority of the summit groups focused 
instead on formulating recommendations to be added to the end of the summit declaration, without 
direct engagement with existing texts. Thus, in the analysis going forward, only those eleven 
recommendations that were added to the summit declaration at the end of the summit were included 
for comparison with policy content and amendments. One of these post-summit recommendations 
pertained to more than one theme identified in the analysis, and thus these were counted as such, 
bringing the total number of recommendations coded by theme to twelve. 
It is important to note that the summit declaration recommendations were  probably intentionally  
phrased in somewhat generic and broad terms, while the changes made between the draft and final 
policy following the summit were very specific and detailed in relation to a particular point or issue. A 
broadly defined summit recommendation could thus be said to be reflected in a policy change by virtue 
of it broadly pertaining to the same issue, as opposed to containing the detail of the change. No 
recommendation from the summit declaration was specific enough to allow the argument that it was 
definitely and specifically related to a particular change on the level of minor changes and amendments, 
which formed the majority of changes made to the policy. A plausible indirect link could only be made if 
or where a more substantive policy change reflected a broad recommendation regarding this change, 
although attributing causality is not possible. At best, the analysis could show where policy changes 
were focused in relation to summit declaration recommendations in terms of themes or issues. 
By virtue of their specific nature, policy changes were recorded as broadly aligned with group 
recommendations when they were considered to represent the operationalisation of a summit 
recommendation. Even where the policy change was a minor amendment to a term or phrase, as was 
the case for the majority of policy changes, if this was nonetheless consistent with the broad notion 
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captured in the pre- or post-summit declaration recommendations, the policy change was recorded as 
being aligned with summit recommendations. The possibility of a more direct or detailed link was also 
allowed for in the analysis; this was coded as such if the policy change seemed to more directly reflect a 
detailed application of one or more pre- or post-summit declaration recommendations. An example 
would be where the summit declaration recommended that a specialist mental health team be 
established in each district, and a change or addition was made to the policy which directly related to 
the district specialist mental health team. Coding definitions for detailed reflection, broad reflection and 
no reflection of summit recommendations in policy changes are included in Appendix 4. Detailed 
analysis of the reflection of summit recommendations in policy changes is presented in Appendix 9 
(section 9.1).  
There was little direct, detailed reflection of the summit declaration recommendations in the changes 
made to the policy following the national summit. None of the summit recommendations was reflected 
in detail in the policy changes. Just over half (58%) of the post-summit recommendations around seven 
issues were broadly reflected in corresponding policy changes, as shown in Figure 4.24. However, where 
there appeared to be alignment between policy changes and summit recommendations, this was very 
broadly applied and the comparison somewhat arbitrary, as the summit recommendations were in 
many instances so broad that they could be said to correspond to any number of minor detailed 
changes. Similarly, the findings around how little direct alignment there was between summit 
recommendations and policy changes has only limited interpretation, given this crude comparison.  
 
Figure 4.24: Percentage of summit recommendations reflected in policy changes  
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Summit declaration recommendations relating to five issues were not reflected in any changes made to 
policy following the summit. As shown in Figure 4.25, these were: human resources, culture and mental 
health, suicide prevention, quality assurance, and medicines, equipment and protocols. There were 
several issues for which recommendations were not included in the summit declaration. No comparison 
could thus be made with policy changes relating to these issues.  
 
Figure 4.25: Percentage of summit recommendations reflected in policy changes by topic 
It is not possible to conclude from this that the summit declaration  or outputs  did not have any 
influence on the changes made. It would, however, have been notable if there were any apparent direct 
links, or if policy changes seemed to be in direct opposition to summit recommendations. It is of course 
also possible that the summit recommendations did not seem to result in any direct changes because 
they were all already aligned with existing policy content. This possibility will be explored in subsection 
4.6.3.2.  
4.6.3.2   Reflection of summit recommendations in draft policy 
It is possible that a substantive change might have been made to the policy had any of the 
recommendations coming out of the summit strongly reflected a deviation from the draft policy 
available for discussion at the summit. Explicit instructions given to the ten breakaway groups were to 
review the relevant section/s pertaining to their theme, and to identify some key recommendations to 
be added to the summit declaration. As shown in the subsections above, the changes that were made to 
the policy following the summit did not seem to represent a deviation from any of the broad 
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recommendations that were included on the summit declaration, but they also did not seem to 
correspond with much of the detail of the group recommendations that were made at the summit. This 
may have been because the group and summit recommendations were aligned with the content of the 
draft policy, so that no substantive changes were required following the summit. In this subsection, the 
Detailed analysis of the reflection of summit recommendations in draft policy is included in Appendix 9 
(section 9.2).  
The majority (75%) of the post-summit declaration recommendations seemed to be broadly aligned 
with existing policy content (Figure 4.26), which represented operational detail that corresponded to 
the broad recommendations included on the declaration. It would seem, then, that the particular 
consultation around the draft policy that was undertaken at the national summit may have served to 
endorse, rather than amend, existing draft policy content. However, it should be noted that the 
participants themselves did not phrase their contributions in these terms  in other words, as aligning 
with existing policy content and therefore not necessary to take forward as a recommendation. As 
previously argued, this alignment cannot be interpreted as a linear or causal association. More definitive 
conclusions might be drawn where a recommendation called for a change or addition to the existing 
approaches outlined in the policy, but where this change did not seem to have been effected. This was 
the case, for example, with recommendations relating to suicide prevention, quality assurance, and 
Mental Health Review Boards. It should be noted, however, that these changes were generally in line 
with existing policy content, requiring additions or expansions rather than changes that were contrary to 
or required a change in direction of draft content.  
 
Figure 4.26: Percentage of summit recommendations reflected in draft policy 
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It is possible that the summit outputs required no substantive changes to the draft policy because the 
breakaway groups generally did not engage directly with the policy, but focused rather on putting 
forward recommendations for actions to be implemented. It is also possible that there seemed to be 
alignment largely because the summit declaration recommendations were so broadly phrased that they 
would have been aligned with most detailed content that related to the same issue, although this is still 
an indication that there were no substantive deviations in terms of policy directives. There were, 
however, the two substantive additions to the policy following the summit of the eight-point Strategic 
Plan and the Terms of Reference. The possibility that the summit declaration recommendations were 
reflected in the content of these two appendices is explored in the subsections below.  
4.6.3.3   Reflection of summit recommendations in Strategic Plan  
As detailed in the analysis of group recommendations (section 4.6.2.4), the eight-point Strategic Plan 
(also referred to as the implementation plan) was one of the two new substantive additions to the 
mental health policy following the consultation summits. The purpose of the comparative analysis 
conducted here was thus to determine whether post-summit declaration recommendations were 
reflected in the implementation priorities and their corresponding key activities on the eight-point 
implementation plan. The recommendations added to the summit declaration at the end of the summit 
were broadly phrased and represented a summarised version of the group recommendations made at 
the summit. It was thus only possible in this analysis to identify broad correspondence between the 
summit declaration and the implementation plan priorities, which themselves were very broadly 
phrased. Similarly, the comparison of each summit recommendation with the more detailed key activity 
was done to determine whether the former was broadly reflected in the latter. Detailed analysis of the 




Figure 4.27: Percentage of summit recommendations reflected in implementation priorities  
The majority (58%) of post-summit declaration recommendations were reflected in some way (whether 
in the implementation priorities or the key activities associated with these) on the implementation plan 
(Figure 4.27). Priorities chosen for implementation corresponded to half of the summit declaration 
recommendations. Only three summit recommendations were not reflected in either implementation 
priorities or key activities on the implementation plan: culture and mental health, funding, and quality 
assurance. There was thus some consistency in terms of issue priorities across summit and policy 
outputs. However, four issues were identified as priorities for implementation on the Strategic Plan 
(research, advocacy and user participation, governance, and intersectoral collaboration) that had not 
been put forward as recommendations on the summit declaration. This suggests that these priorities 
were not chosen on the basis of consultation inputs. 
The reflection of summit themes and recommendations in the implementation priorities and activities, 
and the omission of others, may be explained partly by the fact that some issues lent themselves to 
being captured more easily in operational (implementation) terms (e.g. mental health systems, and 
human resources and infrastructure), while others did not (e.g. culture and mental health, and the 
recovery approach). This does not, however, explain the omission of funding and quality assurance, or of 
child and adolescent mental health, from both the summit declaration recommendations and the 
implementation priorities and key activities. Given that only eight issues were chosen as priorities for 
inclusion on the implementation plan, the second more detailed appendix added to the policy could 
have allowed for greater inclusion of summit recommendations. The comparison of summit 
recommendations and this Terms of Reference appendix is presented next.    
254 
4.6.3.4 Reflection of summit recommendations in Terms of Reference 
The other substantive addition to the policy following the consultation summit was the Terms of 
Reference (ToR), which included a number of detailed actions to be undertaken by certain key 
structures (such as the district mental health teams). A comparative analysis was therefore conducted to 
identify areas where these ToR implementation-related actions reflected the recommendations 
included on the final summit declaration. The first part of this analysis considered which of the summit 
declaration recommendations were reflected in the ToR actions. The second part reviewed which 
summit declaration recommendations were reflected in one or both of the two new additions to the 
final policy following the summit (i.e., the implementation plan key activities and the ToR actions) and 
which were not reflected in either. The detailed analysis on which the findings presented here are based 
has been included in Appendix 9 (section 9.4).  
As shown in Figure 4.28, the majority (83%) of summit declaration recommendations were reflected in 
ToR actions. Only two of the summit recommendations did not correspond to content in the ToR in 
some way. These related to infrastructure, and to medicines, equipment and protocols. Notably, both of 
these issues were covered somewhat extensively in the Strategic Plan, as discussed earlier. For those 
issues that had not been included as recommendations on the summit declaration, no comparison with 
ToR actions could be conducted.  
 
Figure 4.28: Percentage of summit recommendations reflected in Terms of Reference actions 
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The second level of analysis showed that all of the summit declaration recommendations were reflected 
in at least one of the two new appendices added to the mental health policy following the national 
summit (i.e. either in the eight-point Strategic Plan, or in the ToR). This suggests, in turn, that the 
summit recommendations may have been used to inform implementation priorities and actions, as 
opposed to changes to the body of the policy itself. This analysis has also highlighted, however, the 
difficulty of moving from more abstract or broadly phrased recommendations of the kind included on 
the summit declaration to the more detailed actions and activities required in implementation plans. 
This was mirrored in the previous subsection, which showed that much of the detail of the breakaway 
group recommendations was lost in the summarisation to summit declaration recommendations.  
4.6.3.5   Reflection of issues across summit and policy outputs  
In this final subsection, a brief analysis of the prioritisation of issues from the consultation through to 
the policy is presented, drawing together all of the findings from the analyses in the subsections above. 
This was done to get an impression of whether and how specific issues seemed to get prioritised across 
the mental health consultation summit and policy framework. In this analysis, an issue was coded as 
reflected  simply by virtue of its appearance in content relating to that issue, as opposed to reflecting 
the actual content of group or summit recommendation made in relation to this issue. Detailed analysis 
on which these findings are based is included in Appendix 9 (section 9.5).  
A number of breakaway group topics did not get taken up in the recommendations added to the summit 
declaration at the end of the summit, despite several group recommendations being made in relation to 
these themes. This was particularly the case for advocacy and user participation, research, and child and 
adolescent mental health. This analysis showed that the biggest omission from post-summit outputs and 
implementation actions was child and adolescent mental health. Although included as a breakaway 
group theme at the national summit, and although this group made a number of recommendations, 
these were not captured in any way in the pre- and post-summit declaration recommendations, or as an 
implementation priority or key activity. This issue is addressed within the policy as content within other 
sections, as opposed to in its own separate section. The only other reference to this topic in the 
documents included in this analysis was as one action on the ToR appendix.  
Conversely, governance and intersectoral collaboration, although not included as breakaway group 
topics at the summit, or identified as post-summit recommendations, each featured as one of the eight 
priorities identified for implementation, as well as in key implementation activities. There were five 
issues that were consistently reflected as a priority on the implementation plan, and in the 
implementation key activities, across all the summit group sessions the pre-summit declaration text, and 
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the post-summit declaration recommendations. These were prevention and promotion, monitoring and 
evaluation, human resources, mental health systems, and infrastructure. With the exception of those 
themes already discussed above, the remaining issues were all addressed in some way in one or the 
other pre- or post-summit recommendations, policy outputs, and appendices.   
This subsection has presented a brief overview of issue prioritisation across summit inputs, and summit 
and policy outputs, regardless of correspondence of actual content across these documents. This 
followed an analysis of the reflection of inscribed knowledge inputs across all of these documents, using 
breakaway group recommendations and summit declaration recommendations as the consultation 
outputs with which to compare policy and implementation-related appendices. In the final subsection 
below, the main conclusions from these analyses are presented.  
4.6.4 Inscribed knowledge transferred: Conclusions  
In this subsection, the findings from the comparative analysis of the group recommendations, and of the 
summit declaration recommendations, with various policy outputs are drawn together, and conclusions 
are made based on the main findings emerging from the analyses above.  
There was a great deal of extensive input and discussion at the national consultation summit, which 
generated a number of recommendations regarding key areas in mental health service provision. There 
were ten breakaway group sessions at the summit, which each discussed a key issue/s relating to mental 
health. Each of these groups put forward a number of recommendations which, for the purposes of this 
analysis, were re-categorised according to relevant themes. These group recommendations were then 
refined and summarised at the national summit, and eleven recommendations were added to the draft 
summit declaration that became the official output of the summit.  
The mental health policy did not seem to change substantively following the national consultation 
summit. At first glance, then, it would appear that the consultation was not used to inform the policy in 
any substantial way. The analysis in this section has shown that the changes that were made to the final 
policy did not correspond to the majority of recommendations put forward by the breakaway groups at 
the national summit. To some extent, this could be because  as was shown in the analysis  some of 
these recommendations, as well as some of the summit declaration recommendations, were already 
reflected in the draft policy, which thus required no significant modifications. However, the group 
participants making the inputs that led to these recommendations did not talk as if this was the case; in 
other words, as though they were merely endorsing existing policy content. Furthermore, the findings 
showing reflection of group recommendations in the draft policy are based on analysis that required a 
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high degree of abstraction of these recommendations to consider them reflected in either the draft 
policy or summit declaration recommendations.  
Nonetheless, the findings presented in this section suggest that where the summit declaration and 
group recommendations represented changes to existing policy content, these were primarily 
extensions of, rather than in opposition to, existing content. It might be concluded, then, that the 
consultation summit largely endorsed the mental health policy. In addition, most of the summit 
breakaway groups did not engage directly with the draft policy document, focusing instead on 
formulating recommendations to be added to the draft summit declaration. This lends support to the 
view that the policy seems to have been largely taken as a given and to be endorsed at the national 
summit. From the instructions given to some of the groups by policymakers who joined them, the 
purpose of the group discussions was oriented towards identifying priorities for action or 
implementation. This may explain why few substantive changes were made to the body of the policy 
document following the summit, as well as why few of the group and summit declaration 
recommendations were reflected in the changes that were made. 
A note of caution here: the participants at the national summit seemed to be predominantly academics 
and service providers, with some non-governmental organisation representation. The approach adopted 
in the policy, and possibly endorsed at the summit, is aligned with global approaches and trends in 
mental health service provision  specifically, that of the World Health Organization. This is particularly 
evident in the attendance at the summit of a key representative of the WHO, which was also seen as 
this organisation  
appear positive that the consultation summit seemed to endorse the policy, on the other hand, it may 
reflect the adoption of dominant narratives around mental health, at the expense of other possibilities 
and approaches. It is possible that if there was greater representation of service users at the summit, 
and, by extension, non-governmental and service user-led organisations, recommendations regarding 
the policy may have required greater shifts in focus. It is notable, for example, that those 
recommendations around advocacy and user participation that were either already captured or taken 
up in some way related more to strategies around elimination of stigma and discrimination and, to a 
lesser extent, user participation in service and policy planning. Almost none of the recommendations 
relating to the adoption of a recovery approach in mental health service provision was reflected.  
Another possibility that was considered in the analysis presented here was that the consultation outputs 
may have been used to inform priorities for implementation, which seems feasible given that the 
substantive additions to the policy following the summit were the two appendices that related 
specifically to implementation activities: the eight-point Strategic Plan, and the Terms of Reference for 
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key structures. A comparison of the post-summit recommendations and the two implementation-
related appendices added to the policy after the summit showed that all of the summit declaration 
recommendations were reflected in some way within these additions. It was noted, however, that these 
summit declaration recommendations were broadly stated and, as such, tended to be reflected in these 
more detailed activities by virtue of pertaining to similar issues as opposed to relating to the same 
content. The reflection of the 136 recommendations put forward by summit groups, on the other hand, 
was somewhat different, with over half of these not appearing in either the implementation plan or the 
ToR. Despite the fact these group recommendations were more detailed, the greater detail contained in 
the implementation-related appendices added to the policy did not seem to reflect this detail. 
The next section 
summit transcript and document analysis in relation to each of the three research questions are 
triangulated with findings from the key informant interviews, towards addressing these questions.  
4.7 From the outside in: Re-viewing knowledge in the consultation process   
Each of the preceding three sections presented findings in relation to each of the three research 
questions. Interviews that were conducted as a form of process evaluation provided a way into this 
analysis and contained components that related to all three questions. These interviews seemed to 
confirm findings from the preliminary comparative analysis of the draft and final policy documents 
showing that the policy had not changed substantively following the consultation summits. They also 
highlighted a number of possible threads to pursue in the subsequent analysis of the summit transcripts 
and policy documents in terms of if and how knowledge inputs had moved through the consultation 
process. The analytical framework provided a useful way of structuring the analyses, moving from the 
particular level of the individual (embodied knowledge) through enacted spaces to the more abstract 
level of policy documents (inscribed knowledge). This is included again here for reference in Figure 4.29. 
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Figure 4.29: Analytical framework: Movement of knowledge from embodied to enacted to inscribed 
In this final findings section, individual perspectives from the interviews are integrated and triangulated 
with findings from the analysis of summit transcripts and policy documents. The triangulation procedure 
was described in the methodology chapter (Chapter 3, section 3.7.3.6). A convergence coding matrix 
was constructed for each research question, and the integrated findings assessed for: i) convergence 
(findings directly agree); ii) complementarity (complementary information on the same issue); iii) 
dissonance (findings contradict each other); and iv) silence (issues arising from one component but not 
others) (Heslehurst et al., 2015). This convergence coding matrix is included in Appendix 13.   
It is important to note that the key informant interviews were conducted at the start of this study. As is 
frequently the case in qualitative studies, the research questions and analytical framework evolved as 
the research progressed. There were thus components of the summit transcript and policy document 
analysis that had not been pursued as lines of inquiry in the interviews. It was therefore not possible to 
do a direct comparison across all findings and, where silences around issues were noted, this was in 
many cases the result of the absence of interview questions relating to such issues rather than 
highlighting analysable differences across themes.  
The following subsections present a factual synthesis of findings, summarising the main findings in 
relation to each research question. Explicit links are also drawn to the interplay between embodied, 
enacted, and inscribed knowledge within the findings. These conceptual links will be further developed 
in the discussion chapter (Chapter 5).    
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4.7.1 Embodied knowledge enacted  
enacted and captured (inscribed) during the 
consultation process? 
The focus of this analysis was on how different types of 
knowledge were responded to and captured during the 
group discussions at the national consultation summit. In 
particular, two forms of embodied knowledge  experiential 
and evidence-based knowledge  were identified and 
traced through the discussions into the inscribed outputs 
(group recommendations). Although the interviews had not 
focused directly on the breakaway group sessions, the 
findings provided some insight regarding the representativeness of the summit, as well as the influence 
of particular individuals on various aspects of the consultation, which provided interesting 
supplementary data to make sense of the findings from the summit transcript analysis. 
Embodied knowledge is knowledge within a) schema, 
embodied knowledge incorporates both experiential/practice and factual/theoretical ( ) 
knowledge. This knowledge must be enacted in some way to be seen by or transferred to others and, 
once it is, it becomes enacted knowledge. Enacted knowledge, in turn, may result in the production of 
new embodied or inscribed knowledge. In a sense, then, the national consultation summit represented 
a microcosm of the interplay between these three knowledge forms at various levels. Participants 
engaged with one another and with documents (inscribed knowledge) to produce new forms of 
knowledge, as well as new knowledge content.  
The content of the group discussions that was available for analysis represented the knowledge inputs 
of individuals in interaction. These findings showed that, while individuals would have been drawing on 
embodied knowledge to make verbal statements, this knowledge was not explicitly referenced in their 
verbal inputs at the summits. Thus, in reviewing the draft policy and formulating recommendations, 
breakaway group participants mostly provided information in the form of observations, proposals, and 
explanations without linking these to knowledge claims. Such claims may have been elicited by asking 
participants, how do you know that?  
The talk that did contain explicit knowledge claims was analysed to identify where this knowledge was 
experiential (making explicit reference to on-the-ground experience or practice) or evidence based 
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(making explicit reference to research or evidence). So, while most of the talk during the group 
discussions drew neither on evidence-based knowledge nor on experiential knowledge, there were 
more references to evidence-based knowledge during formal presentations than during group 
discussions. However, within the discussions, there were no clear differences between the frequency 
with which either experiential or evidence-based knowledge received responses or experienced 
engagement. In addition, neither evidence-based nor experiential knowledge appeared more likely to be 
reflected (inscribed) in group recommendations across all groups.  
These were surprising findings. During policy consultation discussions, participants might be motivated 
to strengthen proposals or counter-proposals by drawing explicitly on knowledge claims, for example, 
-based or experiential knowledge might be more likely to 
be engaged with, attended to, or captured for different reasons  evidence-based knowledge because of 
its apparent credibility, for example, and experiential knowledge because of its emotive appeal. In the 
context of policy consultation discussions where service providers and service users are present, the 
discussions may be characterised by references to experiences of what works and what does not, from 
each of these perspectives. This certainly seemed to be supported by these findings, which showed that 
participants drew on experiential or evidence-based knowledge to illustrate a current situation 
(challenge or best practice) or to highlight the (positive or negative) implications of a proposal.  
Possible reasons for the relative absence of such knowledge claims will be explored further in the 
discussion chapter (Chapter 5). However, the interview findings provide some potential insights. These 
findings indicated that there seems to have been inadequate service-user representation at the summit. 
In South Africa, the capacity of mental health care service users to engage in policy and service planning 
is limited, and, as interview respondents suggested, service-user-led advocacy organisations are in a 
fledgling state . The technical and legal complexity of policy documents, as one interview respondent 
commented, requires extra support to enable service-user participation. In combination with the largely 
consultation space may not have been enabling of knowledge inputs that deviated from the more 
formal or academic styles. There was thus some complementarity here between interview findings and 
findings from the summit transcript analysis. However, the absence of explicit references to both 
experiential and evidence-based knowledge contradicts this somewhat. Possible explanations and 
implications of this will be discussed further in Chapter 5.  
In addition, interview findings also suggested that what service-user representation there was may have 
enacted, they were frequently not captured or transferred as inscribed knowledge, which supports the 
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summit transcript analysis findings. However, the equal likelihood of experiential and evidence-based 
knowledge being captured  or not being captured  suggests that other factors may have been at play. 
These will be further explored later.  
Interestingly, the interview findings also pointed to the importance of individual-level influences on and 
during the policy consultation process  such as the initiative required of individuals to ensure 
participation, or the strength of certain perspectives in the policy document due to the strength of these 
voices in the finalisation process (technical task team). There is a slight disconnect here, between these 
findings and those from the summit transcript analysis discussed above, as the explicit voices of 
individuals (through explicit knowledge claims) did not come out strongly in the analysis. This has 
implications both for how individual participants engage with policy consultation processes, as well as 
for how such processes are structured and facilitated to allow for input from a wider variety of 
perspectives. The focus now shifts to a consideration of process-related elements.  
4.7.2 Enacted knowledge inscribed  
How did the consultation process enable or constrain the movement of knowledge from enacted to 
inscribed forms? 
The focus of analysis here moved to a descriptive 
exploration of group processes at the national consultation 
summit, to explore how enacted knowledge in these spaces 
might have moved into inscribed knowledge. Interview 
participants were asked to comment on the overall 
consultation process, as well as on aspects relating to how 
knowledge inputs were transferred between and through 
the summits. As the interviews did not explicitly focus on 
the small group discussion sessions, there was not much data to triangulate with findings from the 
summit transcript analysis. The interviews did, however, highlight some inconsistencies with regard to 
the process of transferring knowledge inputs through the summits, and with how these inputs were 
intended to be (and ultimately were) used, which has implications for the interpretation of the analysis 
of group processes. 
The national summit took place over two days. A large part of the programme was dedicated to formal 
plenary sessions, which included keynote addresses, formal presentations, and procedural and 
ceremonial formalities. Within the three-hour breakaway group sessions, there were further formal 
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presentations, and then group discussions and formulation of recommendations. Proportionately, then, 
there was little time for direct engagement and discussion around the draft policy. There were, 
however, ten of these breakaway group sessions, with each considering a different aspect of mental 
health relating to the policy. Although there was variable engagement with the two documents available 
for review (the draft policy and a draft summit declaration), the engagement of embodied with inscribed 
knowledge in these enacted spaces allowed for new knowledge to be created. This new knowledge 
would have left the enacted space as embodied knowledge within individual participants, and/or as 
inscribed knowledge within documents.  
with a Chair who facilitated the discussions through providing participants with the opportunity to speak 
by passing a microphone around the room. This created a somewhat stilted discussion, with direct 
interaction mostly occurring between the Chair and a particular participant, and with pauses between 
ntly resulting in a disconnect between points raised. Given what was 
mentioned above regarding the creation of new embodied knowledge during enactment, the limitations 
that a microphone management format placed on the discussions, and the limited time available, may 
also have limited the valuable exchange of knowledge (as well as the creation of new knowledge) that 
could have taken place between individuals. In this sense, the value that the policy consultation process 
could have had in and of itself may not have been optimised. The strong focus within group discussions 
on generating inscribed knowledge (recommendations) likely contributed to this, with individual 
participants getting limited opportunity and time to speak 
r which, in turn, placed limits on what they could say. This may, in part, help to 
explain the earlier findings that participants did not make explicit knowledge claims to support their 
proposals, rather using the time to make proposals in which such claims were assumed to be implicit.  
Group processes also differed in relation to how groups formulated their recommendations  how 
enacted knowledge was captured as inscribed knowledge. There were inconsistences regarding 
processes through which recommendations were formulated, including a lack of clarity on how 
decisions were made regarding what inputs to prioritise as recommendations. There were differences 
across groups in terms of who was responsible for capturing (inscribed) enacted inputs and the form 
that this inscription took. In addition, the process varied in terms of the extent to which participants 
were given opportunities to engage with draft recommendations  either in enacted (oral report back) 
or inscribed (projected onto screen) forms  prior to these being finalised.  
Furthermore, what got captured (inscribed) from the group discussions was largely dependent on the 
Chair and rapporteur, which picks up on the influence of individuals on process and outcome highlighted 
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in interview findings above. In addition, at consultation 
events extends beyond their attendance, to whether opportunities to give input are taken up. For 
example, one interviewee observed that linking provincial summit feedback to national summit inputs 
was somewhat dependent on provincial representatives ensuring their participation in various 
breakaway group discussions. In one sense, then, the expression and selection of inputs during group 
discussions was somewhat arbitrary, depending on whether someone got the microphone or not. 
Certainly, the formulation of recommendations in most groups seemed to involve a discussion among a 
handful of individuals. This speaks to the importance of designing participatory processes that ensure 
that all voices have the chance to be heard. This is elaborated on further in the discussion chapter 
(Chapter 5). 
Interview findings conveyed the sense that some or all of the consultation outputs were predetermined, 
which would have acted as a significant constraint on the opportunities for enacted and inscribed 
knowledge to move through the process. This, together with indications that the purpose of the summit 
may not have been explicitly focused on changing the policy itself, suggests that the way in which 
groups were run, and how they reached their recommendations, may have been somewhat 
inconsequential in terms of policy change. It also suggests that the follow-through of knowledge from 
group discussions into summit and policy outputs may have been influenced, at least in part, by this 
predetermination. The movement of knowledge inputs through inscribed outputs is discussed in the 
next subsection.  
4.7.3 Inscribed knowledge transferred  
How did inscribed knowledge outputs from the consultation move through points of abstraction to 
inform policy? 
Inscribed knowledge was a central focus in this study, in 
part because it is considered a tangible, movable output of 
policy consultation events. The purpose of tracing 
knowledge inputs through the consultation process and 
between inscribed documents was not to establish a linear, 
causal link between summit inputs and summit and policy 
outputs. However, inscribed, documented knowledge is a 
critical element in a policy consultation process as it is 
kno
in policy. As such, tracing the transfer of inscribed knowledge from one document to the next through 
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the consultation, and ultimately to policy, could reveal what might have got lost 
at each of these points of inscription. Tentative conclusions can be drawn, in turn, regarding the follow-
through of knowledge inputs into policy, or at least their alignment with it.  
4.7.3.1   Abstraction of inscribed knowledge inputs  
Findings from the interview analysis seemed to highlight quite clearly the tension between moving from 
particular (detailed) or localised knowledge (such as that at individual or provincial level), to the more 
abstract inscribed knowledge of policy, with subsequent implications for policy implementation. Summit 
transcript and policy document analysis, at least at the level of inscribed knowledge transfer between 
documented outputs, seemed to mirror this tension.  
Firstly, provincial summit inputs went through a number of points of inscription and summarisation to 
produce provincial summit recommendations. Comparison of these recommendations with national 
summit recommendations suggested broad alignment. However, the more detailed and localised 
recommendations from provincial summits were inevitably not reflected in the broadly focused national 
summit recommendations. In addition, the lack of consistency highlighted by interviews regarding 
whether and how provincial recommendations were used in or beyond the national summit suggests 
that alignment may have been more arbitrary or ad hoc than systematic.   
Secondly, at each point of inscribed knowledge transfer during the national summit, there was a degree 
of abstraction, in which knowledge 
Although in most cases group recommendations broadly represented the content of group discussions, 
the enacted knowledge inputs during the group discussions were substantially abstracted and 
summarised in these recommendations. Similarly, summit declaration recommendations partially and 
broadly reflected group recommendations in summarised form, but much of the detail of the group 
recommendations was lost in moving from the 125 group recommendations to the eleven summit 
declaration recommendations.  
Finally, analysis of summit and policy documents indicated greater alignment of the detail of group and 
summit recommendations with the detail contained in the two new additions to the policy following the 
national summit  the eight-point Strategic Plan and the Terms of Reference  than with the policy itself. 
This could indicate that the level of detail contained in knowledge inputs at policy consultation events 
may make such inputs more amenable for uptake into implementation-related plans (i.e. the 
operationalisation of the policy document). Interview findings complemented these findings in two 
ways. On the one hand, interview respondents suggested that there needed to be clearer, more detailed 
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directives in terms of how the policy should be implemented, thereby confirming what was shown in the 
analysis regarding alignment of (detailed) summit inputs with implementation-related outputs. On the 
other hand, the need for more detail suggested by interview participants could be linked to the loss of a 
significant amount of detail from summit inputs in the inscription and abstraction process.  
This could also be linked to the lack of clear information or further consultation regarding the 
identification of priorities for implementation which was highlighted by the interview findings. Further 
consultation, particularly at provincial level, may have influenced not only the content of the 
implementation plan, but also the necessary buy-in or commitment to implementation of the policy. 
However, upon finalisation of policy, it is expected that provinces will develop their own provincial 
implementation plans, which is likely where such detail could be included. Nonetheless, the disconnect 
between provincial summit inputs and the national summit might similarly create a disconnect between 
nationally identified implementation priorities and the implementation priorities of provinces. These 
patterns regarding the abstraction and summarisation of inscribed knowledge were considered an 
interesting stand-alone finding, particularly in light of concerns raised by interview participants around 
the challenge of implementing the policy without sufficient detail on how to go about doing so. They 
may also provide some explanation for why there did not appear to be significant follow-through of 
summit inputs to policy outputs. This is discussed further below.   
4.7.3.2   Follow-through of inscribed knowledge inputs  
 
In terms of the influence of the consultation summit on the final policy, there was a lack of clear 
information regarding how the inputs and outputs of the consultation summits were used during the 
policy finalisation process. The absence of audio recordings or records from the closed-door meeting at 
the national summit, at which group recommendations were summarised into summit declaration 
recommendations, limits what can be known or concluded regarding the follow-through from group 
inputs to summit outputs. It was therefore only possible to make tentative inferences regarding 
observed alignment of inscribed knowledge in summit documents with inscribed knowledge in the 
policy document (e.g. reflection of summit inputs in the eight-point implementation plan). Interview 
findings were particularly valuable in corroborating or disconfirming these inferences. Stronger 
conclusions might be drawn about what got lost than about content that was consistent across these 
consultation summits, and from elsewhere.  
The clearest indication that the consultation summits did not influence or inform policy is revealed in 
the findings that the policy content did not change substantively following the consultation summit, and 
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that the group and summit declaration recommendations did not seem to be reflected in the changes 
that were made to the final policy. This may, in part, be because few of the breakaway groups engaged 
directly with the draft policy document during the summit. However, there was also strong convergence 
with interview findings regarding the lack of policy change following the consultation. In addition to the 
lack of transparency and consistency regarding whether and how summit inputs were used during 
finalisation of the policy, interviewees also gave some indication that consultation outputs may have 
been somewhat predetermined. They suggested, too, that the consultation summits may have been 
more of a rubber-stamping exercise than a genuine dialogue. This supports findings from the 
comparative document analysis showing few changes between draft and final policies which, in turn, 
suggests that the purpose of the summit may not genuinely have been to make substantive 
amendments to the policy document.  
However, analysis also indicated that the eleven summit declaration recommendations were broadly 
aligned with the content of the draft policy, while the group recommendations requiring policy change 
built on the existing (draft) policy content, rather than opposing it, or requiring modifications that would 
change the nature or direction of the overall policy approach. There were some indications in the 
interview findings that many of the issues raised during summit discussions were already reflected in 
the draft policy document. Nonetheless, the fact that more than half of the group recommendations 
were not reflected in this draft policy suggests that, consistent with the abstraction theme discussed 
above, much valuable information that may have contributed to the policy was not followed through 
from the consultation summits. This may be partially explained by the reflection of recommendations in 
the implementation-related appendices which were added to the policy during its finalisation. This 
alignment is discussed further below.   
This study also revealed inconsistencies in format and availability of provincial reports, as well as the link 
between provincial feedback and the national summit. It was therefore not clear how provincial 
recommendations, based on localised knowledge, would follow through into policy, and, similarly, how 
the policy would be translated or filtered through these local concerns in its implementation. These 
findings converged with interview findings regarding the disconnect between provincial and national 
levels and the subsequent potential impact on policy implementation. Furthermore, the fact that only 
one province recommended the establishment of district mental health teams  a clear priority at 
national level as reflected in its inclusion on the eight-point implementation plan  suggests a 
disconnect between national and provincial priorities which, in turn, may create challenges at the level 
of implementation. This is also evident in the notable absence of child and adolescent mental health in 
national-level recommendations and priorities, despite this being a clear priority across all provincial 
summit reports.  
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The majority of the summit declaration recommendations seemed to be broadly reflected in one or 
both of the implementation-related appendices (eight-point Strategic Plan, and Terms of Reference) 
added to the policy during the finalisation process. However, the broadly phrased summit declarations 
allowed for a great deal of leeway in determining alignment, such that alignment may have been more a 
reflection of alignment of topic than alignment of content. Certainly, there was less reflection of the 
more detailed group recommendations in these implementation-related documents  fewer than half of 
the group recommendations were reflected in them. This could be interpreted in at least two ways. On 
the one hand, it suggests that a substantial amount of knowledge inputs at the summits was 
policy. On the other hand, the reflection of nearly half of the detailed recommendations made at the 
summit in the policy and implementation-related appendices could be interpreted as a significant 
uptake in the context of policy development, particularly given the degrees of abstraction that were 
evident as inscribed knowledge was transferred through the consultation summit and into policy 
outputs.  
It might be argued that not all issues raised during the consultation process could or should be 
prioritised for implementation. This is neither feasible nor possibly even advisable. There were 
indications in the interview findings that certain issues that had been flagged as important during 
summit group discussions  notably, the establishment of district mental health teams, and African 
language proficiency requirement in training of mental health care practitioners  had in fact been 
included in the implementation plan, where they had not previously appeared in the policy. In addition, 
there were various indications during the summit (such as in instructions given) that one of the purposes 
of the consultation may have been to inform implementation priorities. Nonetheless, the fact that few 
groups at the summit engaged directly with the policy when making their recommendations suggests 
that there may be a disconnect between recommended actions for implementation and policy content. 
A more systematic process may be needed to ensure that these are aligned.  
4.7.4 From the outside in: Conclusions  
The aim of this study was to explore how the mental health policy consultation process undertaken in 
South Africa in 2012 informed policy, by tracing the movement of different forms of knowledge through 
the provincial and national consultation summits. Ultimately, no clear conclusions can be drawn 
regarding whether, and how, knowledge inputs at the summits were followed through into the final 
policy document. There are a number of indications in the findings as to why this may have been the 
case  for example, the substantial abstraction and summarisation of knowledge as it moved through 
points of inscription, or the limitations that process-related elements may have placed on the 
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enactment and inscription of embodied knowledge. It is also possible that summits may have served 
either as a rubber-stamping exercise, or an endorsement of the draft policy, or perhaps as a means of 
identifying priorities for implementation.  
Findings suggest that the consultation process was not structured in a sufficiently systematic way that 
could have optimised the movement of knowledge from embodied to enacted to inscribed forms. The 
findings of this study also seem to indicate quite clearly the tension between moving from individual or 
local (more detailed or contextualised) knowledge to the more abstract, generalised knowledge of 
policy, such that this enables the enactment of this policy at local levels during implementation. It 
highlights the dilemma for policymakers in including sufficient detail to facilitate implementation, while 
broadly responding to mental health care needs within national health system frameworks and 
feasibility constraints. The pragmatic and conceptual implications of these findings are explored further 
in the next chapter.     
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Chapter 5: Discussion, conclusion, and recommendations
5.1 Introduction  
5.1.1 Conceptualising the study: A knowledge-in-policy framework 
Some of the most interesting questions about knowledge in policy seem to be connected with questions 
about its movement. 
 (Freeman & Sturdy, 2015a, p. 14). 
Policymaking in mental health has been conceptualised in this study as something of a knowledge 
problem for policymakers (Maybin, 2013), in which multiple knowledge inputs must be balanced within 
the context of health system complexities and constraints. There are also increasing demands on 
policymakers to ensure that policies are evidence based, to improve their efficiency, as well as to 
include a broader range of stakeholders in the decision-making process. However, these evidence-based 
knowledge inputs, and the perspectives of the public in relation to particular policy issues, may not 
always be aligned. Policy consultation is important as a democratic mandate, but also to ensure that 
policies speak to the needs and c  While the transfer of knowledge in 
evidence-based policymaking has received much attention, the specific ways in which knowledge moves 
through a policy consultation process have yet to be understood. In addition, the ways in which 
knowledge moves back and forth between policy development and policy implementation spaces is a 
relatively under-researched area in LMIC contexts, while the link that consultation might provide 
between these inscribed and enacted spaces has not been extensively explored from a knowledge 
perspective.   
The policymaking context in South Africa is a complex space, not least because of the serious challenges 
that public policies must address in our post-apartheid society (Gumede, 2008; Roux, 2002). This study 
has focused specifically on some key policy processes in this space  namely, evidence-based 
policymaking, public participation and policy consultation, and mental health policy development and 
implementation. I briefly outline again here what is known about each of these areas in the South 
African context, thereby highlighting the gaps that this study aimed to address. Evidence-based 
policymaking generally and in the health domain specifically is widely accepted as important. In the 
South African context, there is a growing body of research on the dynamics of this process which 
focusses on, for example, the broader gaps and opportunities for increasing uptake of evidence into 
policy (Funke et al., 2011; Marais & Matebesi, 2013; Strydom et al., 2010; Young et al., 2016). In 
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addition, at a more micro level, research has focused on ways of optimising more direct interactions and
knowledge exchanges between researchers and policymakers (Gilson & McIntyre, 2008; Langlois et al., 
2016; Naude et al., 2015). There are also efforts to understand and improve the link between policy 
development and policy implementation, although empirical research on this policy-implementation gap 
in the South African context remains scarce (Brynard, 2007; Erasmus, Orgill, Schneider, & Gilson, 2014; 
Gilson & Raphaely, 2008; Meessen et al., 2011). 
Public participation in government decision-making  and policy consultation as a form of this  is 
another area in which multiple stakeholders with different knowledge interests come together to 
negotiate around these inputs. In South Africa, public participation is well legislated, capturing principles 
of participatory democracy and the rights of citizens to have a voice in decisions that affect them. 
Research on public participation in South Africa has occurred across diverse disciplines in relation to 
different policy and service-planning issues. This research has identified several approaches to public 
participation at different levels of government. In particular, the focus has been on the participation of 
civil society and communities in local governance structures and decision-making processes (Mbuyisa, 
2013; Mubangizi & Gray, 2011; Piper & von Lieres, 2008).  
What this research has highlighted is that the principles on which legislative mandates are based are 
difficult to operationalise and realise in practice (Buccus et al., 2008; Piper, 2011; Theron et al., 2007). 
Less is known, however, about processes at provincial and national levels concerning the development 
of national policies (Buccus et al., 2008). It might be expected that the complexities of engaging 
communities at more local governance sites are mirrored at national level and are perhaps even 
magnified the further away the decision-  
Mental health policymaking and implementation in South Africa is a relatively well-researched area 
(Draper et al., 2009; Flisher et al., 2007; Lund et al., 2008; Schneider et al., 2016), with a number of 
initiatives aimed at strengthening the mental health system and contributing to our understandings of 
how to optimise mental health service delivery to address the treatment gap (Lund et al., 2012; Marais 
& Petersen, 2015; Mugisha et al., 2017; Petersen et al., 2016; Petersen et al., 2017; Semrau et al., 2015). 
There are ongoing challenges in responding to the growing burden of mental illness against a complex 
landscape of communicable and non-communicable health needs and health system constraints, and 
these are hampering implementation of the Mental Health Policy Framework and Strategic Plan 2013-
2020 (Burgess, 2016; Schneider et al., 2016; van der Merwe, 2015). There also continue to be gaps 
between the sites of policy formulation at national level and policy implementation at provincial level, 
which further hinder implementation (McIntyre & Klugman, 2003). Although there is some local 
research highlighting the importance of participation in mental health policy development of service 
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providers (Burgess, 2016; Petersen, 2000) and service users (Kleintjes et al., 2010; Kleintjes et al., 2012; 
Kleintjes et al., 2013; Semrau et al., 2016), the actual mechanisms of this consultation have not been 
explored.  
Conceptualising mental health policy consultation from a knowledge perspective illuminates the 
complexity of reconciling multiple knowledge inputs from diverse groups, as well as possible points of 
contestation between different kinds of knowledge from different sources. There is thus a need to 
understand how to integrate knowledge inputs to policy during consultation processes, particularly in 
contexts where stakeholder groups may have very different values to the scientific establishment, as 
well as to the environments in which the evidence is collected. Listening to and integrating these views 
into government decision-making has been an ongoing theme in local legislative and empirical guidance 
on public participation (Legislative Sector Support Project, 2013; Roefs & Liebenberg, 2000; Sebola, 
2016; Theron et al., 2007) and in international best practice guidance on mental health policy 
development (WHO, 2007, 2009). However, these fail to provide detailed guidance on how to actually 
do this at a micro-process level. This is the gap that this study sought to address.  
If it is accepted that mental health policy consultation is important, it follows that we need to better 
understand how to implement consultation processes that achieve the principles on which policy 
consultation is based. What kinds of participatory processes might balance these multiple  and often 
conflicting  voices and views in a way that gives space for all to be heard, and that simultaneously 
realises the value that all these views offer? How might we ensure that such processes have the 
potential to influence or at least inform policy? These were the questions that provided the impetus for 
this study. Considering the complexity of the context and of the knowledge inputs that must be 
Policy consultation thus far has been good at raising the profile of mental health and at getting many 
voices in the room, but not really giving consideration to what sorts of participatory process formats 
might be optimal, nor how to use and move knowledge through these processes (Horlick-Jones et al., 
2007; Rowe & Frewer, 2005).  
The South African mental health consultation summits offered a unique window on the interaction of all 
these dynamics within the context described above. The premise of this study was that attending to 
how knowledge moves through this process could go some way towards aligning the practices of 
consultation with the principles of consultation. Specifically, understanding how to design such 
processes so that the use and transfer of different kinds of knowledge is optimised has the potential to 
inform future policy consultation efforts that both enable meaningful participation and are responsive 
to the knowledge contributions made in these spaces.  
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The aim of this study was therefore to explore how a particular mental health policy consultation 
process informed policy by tracing the movement of different forms of knowledge through the process. 
The case used in this study was the national mental health consultation summit that was held in South 
Africa in April 2012, prior to the finalisation of the Mental Health Policy Framework and Strategic Plan 
2013-2020. It was not my intention in this study to evaluate or comment on the success or failure of the 
policy consultation exercise per se, but rather to explore what examining the movement of knowledge 
might illuminate about the process. The importance of the role of knowledge and knowledge transfer in 
policy(making) was explored in the literature review, which highlighted that there is value in considering 
policy from a knowledge perspective. a) embodied-enacted-inscribed 
knowledge framework as the analytical lens in this study, as it was my contention that it spoke to the 
dilemma that policymakers face in reconciling the tension between abstract and particular forms of 
knowledge. The framework also emphasises the transformation and movement of knowledge from one 
form to another, which makes it a particularly useful framework for policy consultation processes.  
Viewed through the lens of this framework, policy consultation is a site of knowledge enactment, where 
the embodied knowledge enacted by individuals engages with the inscribed knowledge contained in 
policy documents, creating new forms of embodied and inscribed knowledge that can move beyond 
these enacted spaces. A policy consultation event thus represents a microcosm in which the interaction 
of these three phases of knowledge can be studied. The embodied-enacted-inscribed framework was 
(Freeman & Sturdy, 2015b, p. 201). While previous research suggests that there is value in viewing 
mental health policy consultation through this lens (Freeman & Sturdy, 2015a, 2015b; Smith-Merry, 
2012, 2015), the current study takes this research agenda forward by exploring its application in a 
developing country context. In the context of the dilemma facing policymakers in reconciling multiple 
knowledge inputs, this framework allows us to consider different forms of knowledge not as preceding 
nor as superior to one another, but rather as having unique 
b, p. 214). It also highlights the 
importance of attending to the points at which knowledge transforms between embodied, enacted, and 
inscribed forms (Smith-Merry, 2015; Thunus, Cerfontaine, & Schoenaers, 2015). 
5.1.2 Conducting the study: From what to how to why  
 
At the start of this study, I outlined a rationale for the importance of this study in mental health in a 
developing country context. The study was contextualised in relation to bodies of work from which its 
key concepts were drawn. My own research study then proceeded through three levels of reflective 
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knowledge construction (Mezirow, 1991): i) content reflection (what happened); ii) process reflection 
(how it happened) and iii) premise reflection (why it happened) (Kreber & Cranton, 2000). Preliminary 
analysis comparing the draft pre-summit and final post-summit policy documents revealed that the 
policy did not seem to change in any substantive way following the consultation. This served as the 
point of departure for this study, prompting a more in-depth exploration of what happened at the 
consultation summits. This in-depth analysis of the consultation process allowed me to consider how 
this happened, in 
enacted and inscribed during the consultation process?; ii) How did the consultation process enable or 
constrain movement of knowledge from enacted to inscribed forms?; and iii) How did inscribed 
knowledge outputs move through points of abstraction to inform policy?  
The preceding chapter has presented findings in relation to these three research questions, ending with 
a triangulated overview of how these questions have been addressed. These findings revealed a number 
of positive aspects of the mental health policy consultation process undertaken in South Africa. There 
was clearly significant investment in financial and human terms in getting mental health onto the policy 
agenda, as well as in engaging in extensive consultation around the policy through the provincial and 
national mental health summits. The consultation summits raised the profile of mental health and 
signalled the commitment of the Department of Health (DoH) to prioritise mental health as an 
important issue to be addressed. There was also high-level endorsement of the mental health policy at 
the summit, most notably from the Minister of Health and from the World Health Organization. In 
addition, the findings of this study suggest that no significant objections to the draft policy were raised 
at the national summit. However, the finding that the policy itself did not seem to change in any 
substantive way following the summit raised questions about what the purpose of the consultation 
process had been, and what had happened to the inputs made during the provincial and national 
summits.   
The complexity of the policymaking process has been highlighted at various points throughout this 
study. It is acknowledged again here that a direct linear or causal link cannot be drawn between the 
content of a consultation process and the content of the policy that is adopted at the end of it. Use or 
influence of policy consultation inputs on policy is difficult to tease out (Abelson & Gauvin, 2006; 
Conklin, et al., 2015; Li et al., 2015; Rowe & Frewer, 2000). However, at the micro level of knowledge 
transfer, there does need to be a means of moving knowledge inputs from an enacted consultation 
space to where it can be seen and used by policymakers. If it is accepted that policy consultation is 
important as a form of public participation, among other things, then the inputs at consultation events 
need to at least have the potential to be used in policy, at least in instrumental ways. This, in turn, 
implies that knowledge inputs and outputs need to be optimised during this process (Rowe & Frewer, 
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2005). In the absence of this, it is difficult to see how consultation could be linked to policy, even 
indirectly. What occurs during the policy finalisation process in terms of what is prioritised, what is 
included, and what is excluded, is a matter beyond the consultation space, and beyond the scope of this 
study. There should nonetheless be a systematic process for moving knowledge through consultation 
and beyond, and a process for providing feedback regarding if and how this knowledge was used.  
The findings of this study have provided some insights into how knowledge moves through a policy 
consultation process, and how viewing this process using the embodied-enacted-inscribed lens helps to 
illuminate the points at which careful attention must be paid to the engagement with different forms of 
knowledge. The findings also suggest that the detailed, contextual embodied knowledge that 
consultation processes are presumably organised to acquire may have value for certain elements of 
policy, in particular, the development of implementation plans. There are numerous indications in the 
findings that if knowledge is not attended to consciously in policy consultation, much of the value of 
both the consultation and the knowledges available through it might be lost. In this chapter, I reflect 
further on why this might have happened, and then consider what the findings mean in relation to the 
broader context of mental health policy consultation in developing countries.   
5.1.3 Considering the why: Structure of this chapter 
 
As mentioned above, this chapter provides a critical and conceptual interpretation of why what 
happened to knowledge during a consultation process happened in the way that it did, and what this 
means in the context of what we know about this issue. In the current chapter, I draw on the findings 
presented previously to offer a number of possible ways of understanding why this particular 
consultation  and specifically the movement of knowledge in this consultation  unfolded as it did. I 
then reflect on how these insights relate to the existing literature and draw on this literature to consider 
the implications of these findings  what they mean for knowledge in policy consultation. This I consider 
in conjunction with what the embodied-enacted-inscribed knowledge framework has illuminated about 
the role of knowledge in policy(making).  
The structure of this chapter maps onto that of the sections in the findings chapter, which were 
organised according to the embodied-enacted-inscribed knowledge analytical framework. The discussion 
comprises three sections, making sense of the findings: i) at a micro (individual) level of embodied-
enacted knowledge, ii) at a meso (process) level of enacted-inscribed knowledge, and iii) at a macro 
level of inscribed-inscribed knowledge and the movement of this knowledge beyond the policy 
consultation space. Each of these three sections is structured as follows. The relevant findings are 
broadly restated, reiterating why this was explored based on what had been highlighted in the 
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literature, and foregrounding relevant components of the knowledge framework in terms of how they 
relate to this level of policy consultation. I then offer and consider a number of possibilities, drawn from 
my findings, as to why this happened. For ease of reference, these are presented as an overview at the 
start of each section. Some of these speak more to policy consultation processes in and of themselves; 
others speak more to how knowledge seems to have been functioning in these spaces. What is clear is 
that both of these have an influence on the other. For each of these possibilities, I then explore what the 
findings of this study mean in relation to existing literature  whether they confirm or contradict 
previous work, or illuminate gaps. This is particularly important in case study research, as a means of 
icy consultation and the 
role of knowledge in policy(making).  
In the conclusion, I consider at a meta-level why these findings are important: what they tell us about 
policy consultation and, in turn, what they tell us about knowledge in policy. In particular, I outline the 
contribution that this study makes in the context of mental health policy consultation in developing 
countries. Following this, I consider a number of possible objections to this study on conceptual and 
methodological grounds, as a way 
recommendations for further research are then presented, followed by a chapter conclusion.  
5.2 Policy consultation at the micro level: Embodied-enacted knowledge  
Expertise, of all kin In order to observe embodied knowledge, we must 
inevitably look at and infer how that knowledge is enacted. 
(Freeman & Sturdy, 2015b, p. 203). 
 
Overview 
5.2.1 The exclusion of embodied experience: Under-representation of service users meant that there 
may have been fewer contributions of embodied experiential knowledge.  
5.2.2 The implicit rules of enactment: Implicit rules of the game communicated to participants that 
making explicit knowledge claims was not permissible.  
5.2.3 The assumption of shared knowledge: Participants were among familiar and similar communities 
of practice and could leave (shared) knowledge claims implicit.  
5.2.4 An emphasis on enacted and inscribed forms: An emphasis on enacted and inscribed knowledge 
forms limited the expression of embodied knowledge.  
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The micro level of policy consultation where individuals engage with policy documents and in 
discussion with one another  provides a window on how embodied knowledge comes to be enacted in 
these spaces. The focus in this study was on two particular forms of embodied knowledge  evidence-
based (embrained) knowledge and experiential knowledge  and the ways in which these were enacted, 
responded to, and inscribed during group discussions. In the literature review, I presented research that 
emphasised the value of experiential and practical knowledge  that is, more tacit forms of embodied 
knowledge  in policy(making). The existing literature also highlighted several unique challenges 
associated with optimising this kind of knowledge, including the difficulty of eliciting and capturing tact 
knowledge, and the tendency for this knowledge to be considered less legitimate than more explicit, 
evidence-based knowledge. I considered it particularly important to focus on these more experiential or 
tacit forms of knowledge because of their likely use by mental health care practitioners and mental 
health service users in policy consultation spaces. In addition, there is little research on the ways in 
which people actually make contributions in these spaces, beyond the level of consultation methods 
employed (Horlick-Jones et al., 2007). Exploring how inputs are made at this micro level could therefore 
contribute to understandings of how knowledge functions in such spaces. 
In this study, neither evidence-based knowledge nor experiential knowledge was found to have been 
explicitly drawn on to substantiate claims for or against policy proposals. Neither of these forms of 
embodied knowledge appeared more likely than the other to have been responded to or inscribed in 
group recommendations. Although these findings in some ways seemed to confirm the difficulties 
inherent in eliciting and capturing tacit embodied knowledge (Catt & Murphy, 2003; Smith-Merry, 
2012), there were a number of surprising aspects in what was found. One was the relative lack of 
explicit reference to both evidence-based and experiential knowledge in these micro-level discussions. 
Another was that evidence-based knowledge did not seem to be favoured over experiential knowledge 
as a more legitimate knowledge source, which would have increased the likelihood of it being engaged 
with or recorded in recommendations. In the subsections that follow, I draw on a number of possibilities 
that emerged from the findings to understand why this might have occurred. Each of these is considered 
in relation to existing conceptual and empirical work.   
5.2.1 The exclusion of embodied experience 
The poor representation of mental health care service users at the national consultation summit may be 
one reason for the observed lack of explicit experiential knowledge drawn on during group discussions. 
This confirms other studies demonstrating a lack of service-user participation in policy development in 
LMICs (Abayneh et al., 2017; Gurung et al., 2017; Semrau et al., 2016), and in South Africa in particular 
(Kleintjes, 2010; Kleintjes et al., 2012). It was also evident in this study, as in other studies (Ocloo & 
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Matthews, 2016; Smith-Merry, 2015), that the limited service-user involvement in the consultation 
summit appeared to be somewhat tokenistic. This situation risks perpetuating the negative perceptions 
and stigma regarding service users from which such tokenistic involvement stems (Kleintjes et al., 2010).  
In the c
& Hicks, 2011; Nyalunga, 2006), and its strong constitutional focus on human rights (Republic of South 
Africa, 1996), it is disappointing that more emphasis was not placed on service-user participation in the 
mental health policy consultation summit. This is in spite of local and international recognition of the 
importance of service-user involvement in mental health policy and service planning (Kleintjes, 2012; 
Thornicroft & Tansella, 2005). Not only is attending to lay knowledge considered a measure of 
effectiveness in consultation (Rowe & Frewer, 2004), but the participation of service users can provide 
valuable perspectives on the lived realities of policy proposals (Jenkins, 2003; Noorani, 2013), as well as 
serve as a mechanism for service-user empowerment (Kleintjes et al., 2010; Kleintjes et al., 2012; 
Mezzina et al., 2006). 
In contrast to studies showing that inputs from the public during policy consultation are more likely to 
be in embodied, experiential forms than in the factual or formal language of policy (Farina et al., 2012; 
Morrison & Dearden, 2013), this study did not find this to be the case. This may be, in part, because 
those who came with more experiential or practical kinds of knowledge felt that they needed to align 
their inputs with more formal or explicit knowledge forms in order for them  and their contributions  
to be seen as legitimate. This aligns with previous findings highlighting implicit demands on service-user 
participants to professionalise their talk (Demszky & Nassehi, 2012; Enany et al., 2013), or to translate 
heard. The efforts by Chairs to reframe participant inputs in the form of indicator-linked proposals or 
recommendations may also have contributed to this. This speaks to the further sidelining of service-user 
or lay participants through the silencing of embodied knowledge during policy consultation processes, 
echoing what Smith- new ambivalences that were emerging around the 
role of embodied knowledge within the mental health policy sphere  
Thus, one possibility for the infrequency of explicit claims in reference to embodied knowledge found in 
inputs. There are implications in this regarding the implicit  according to which 
participants are expected to contribute in specific ways to policy consultation processes. However, the 
finding that there was equally infrequent reference to evidence-based knowledge during the 
consultation discussions suggests that it was not just experiential embodied knowledge that was 
disallowed, whether implicitly or explicitly. As mentioned earlier, this was a particularly surprising 
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finding in light of the well-known dominance of evidence-based or expert knowledge over other 
knowledge forms. This might imply reliance on the implicit expertise  of the speaker, whereby 
participants did not appear to experience any need to back their claims.  
Another discrepancy with respect to the relative lack of explicit reference to evidence-based knowledge 
claims is the emphasis that the national DoH places on developing policies that are evidence based. This 
is highlighted both by the Director General of Health policy document, 
as well as the way in which policymakers made use of findings from a comprehensive research study on 
mental health in South Africa as the basis for the policy. The lack of consideration of evidence-informed 
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what got captured and formulated into recommendations was more a result of individual-level 
influences and ad hoc processes than a considered weighing up of various knowledge inputs.   
It has been emphasised in this study that different kinds of knowledge offer different kinds of value with 
respect to policy. There are also risks in attending to all knowledge as equally valid. If knowledge in 
policy consultation is to be more explicitly managed, there is a need for credibility criteria against which 
knowledge contributions might be assessed. An important first step towards this would be to ask 
participants to provide verification of their own claims (asking, for example, How do you know that?), in 
order for others to assess the relevance of such knowledge inputs for the policy issue at hand. In some 
ways, then, what got responded to and inscribed in enacted spaces in this case study seemed somewhat 
arbitrary, given that much of the talk in group discussions was classified as Other (for example, 
reiterating or countering statements made by others, or generic observations or opinions), with no 
explicit reference to knowledge claims to substantiate statements or justify proposals. Looking more 
closely at how knowledge was enacted might shed some light on why this was the case.  
5.2.2 The implicit rules of enactment  
Another explanation for why participants made few explicit evidence-based or experiential knowledge 
claims in this study is linked to implicit communication around the rules of engagement during the 
consultation process. The implicit rules of the game (Barnes, 2002) connected to the specific format 
adopted at this consultation summit may have allowed or disallowed particular forms of knowledge to 
Wittgenstein, 1953, p. 592, in Morrison & Dearden, 
2013, p. 181) inherent in such participatory processes allow for particular ways in which embodied 
knowledge can be enacted. This aligns with previous work showing that different forms of participation 
affect the ways in which people are able to participate (Barnes et al., 2003; Barnes et al., 2004; Young, 
2000).  
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It is important to note here that only secondary sources were available for analysis, and that audio 
recordings of the group sessions are no substitute for first-person observations of the enacted spaces. It 
is therefore not possible to draw firm conclusions regarding what was explicitly or implicitly 
communicated to (and between) participants during group discussions. However, there were some 
indications in the findings that certain forms of input were more acceptable than others, and that 
certain groups of participants  in this case, service users  were only invited to contribute in prescribed 
forms (e.g. telling a story; reading out the declaration). 
This might also go some way towards explaining why there were few explicit references to evidence-
based knowledge during the summit discussions. The framing of each breakaway group session with 
formal presentations by experts in the relevant field may hav
around which contributions could take place. This certainly seemed to be the case for those groups in 
which participants used both the presentation and presenter as reference points throughout the 
discussion. Thus, participants allowed these presentations to do the work of evidence-based knowledge, 
such as legitimating certain proposals. It may also have been the case that these expert presentations 
served to communicate certain rules according to which contributions could be made, perhaps even 
disallowing evidence-based claims from individual participants. Requests from Chairs to participants not 
to make speeches, but to rather to leave this to the experts, lend support to this. In other words, 
perhaps certain individuals  in this case, the presenters  were perceived to have certain rights to make 
evidence-based claims, while other participants were not. In this way, the implicit rules of enactment 
may have served as a form of surveillance and sanctioning that monitored and regulated how 
knowledge could be enacted in these formal conventionalised settings (Freeman & Sturdy, 2015a).      
These findings seem to support Smith- enactment processes are 
thus critical to the transfer of knowledge through and between individuals, groups and sector This 
further suggests that one reason that the influence of consultation inputs on policy decisions is hard to 
ascertain is that such inputs may come in a form that is difficult to translate into policy; in turn, this 
findings, given that not many of the inputs seemed to come in this form. In fact, there was no evidence 
in this study of the dichotomy between evidence-based and experiential knowledge, nor of the 
prioritisation of the former over the latter. This suggests that there may have been other factors that 
influenced the movement of knowledge through the consultation process. Some of these are considered 
next.  
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5.2.3 The assumption of shared knowledge  
The under-representation of service users at the summit and the implicit rules of the game 
communicated in the enacted spaces offer some explanations for the finding that participants seldom 
made explicit knowledge claims. This is despite the fact that appeals to both evidence and experience 
have been shown to be useful in persuading others on the merits of an argument or legitimacy of a 
position (Adams, 2014; Gabriel, 2004; Grundman & Stehr, 2012; Hornikz, 2005; Hurrell, 2005; 
McDonough, 2001; Polletta & Lee, 2006). The relative lack of such claims in this study stands in contrast 
to a number of other studies which have identified the use of explicit claims to motivate for particular 
positions or proposals. Cheng and Johnstone (2002), for example, found that people appealed to their 
own personal experience and gave reasons for policy claims much more often than for other forms of 
claims. In her study on knowledge and knowing in policy work, Maybin (2013, p. 3) found that 
policymakers make pragmatic use of knowledge claims  facts, figures and stories  
support for policies and to defend decisions taken . 
policymakers themselves, and on how they used knowledge in their every
finding that neither evidence-based nor experiential knowledge claims were frequently referenced 
during consultation discussions could also be because it was not necessary for participants to make 
these knowledge claims explicit. This is explored further below. 
As mentioned earlier, there is little research on the ways that people actually engage or deliberate in 
policy discussions. The public participation literature tends to focus on process and outcome measures 
of effectiveness (Rowe & Frewer, 2000, 2004). Similarly, the research on deliberation in policy 
consultation has been more concerned with outcomes and effects than on how citizens actually 
deliberate, with a few notable exceptions (Adams, 2014; Polletta & Lee, 2006). However, considerations 
criteria for assessing the effectiveness of consultation processes (Abelson & Gauvin, 2006), as is 
providing participants with the opportunity to persuade others of their point of view (Abelson et al., 
2003; Habermas, 1984).   
In the absence of empirical or conceptual work on this issue, it is difficult to assess the tendency for 
participants in this study to make proposals or statements without explicit knowledge claim references. 
One possible explanation might be the implicit assumption of shared knowledge. Antaki and Leuder 
-backing  the use of explanations to warrant the truth of what 
 in rhetoric and argumentation  back claims reveals the 
mutual knowledge on which their appeals succeed or fail . While the point of making explicit claims or 
giving reasons might be to justify a particular position, Adams (2014) suggests that this may not be 
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necessary if speakers and listeners share the same background. He argues that hen talking with those 
who are similar to us, we can get away with implying large parts of our argument because others will be 
  
that, while there were few service users at the 
summit, there were greater numbers of academics/researchers and practitioners  or individuals who 
occupied both roles. This was evident in the introductions that some groups engaged in during group 
sessions; it was also seen in the programme, as well as 
that particular voices or perspectives were strongly represented in both the policy and the 
implementation plan. It might be fair to assume, then, that the groups comprised somewhat familiar 
communities of practice    
and that participants did not feel it necessary to link their statements or proposals back to explicit 
knowledge claims.  
It is still my contention, however, that it is important for consultation participants to be enabled to draw 
on their embodied knowledge by making explicit knowledge claims, whether to evidence-based 
knowledge or experiential knowledge. This is in part because of arguments made earlier regarding the 
importance of enabling experiential knowledge inputs in the context of mental health care service-user 
involvement in policy consultation, as well as the value of such inputs for illuminating potential 
implementation challenges or opportunities. Furthermore, there are calls to establish credibility criteria 
for the use of experiential knowledge, in particular, in policy (Greenhalgh, 2016; Jones et al., 2012; 
Saltelli & Giampietro, 2015). One way of doing this might be to link claims explicitly to experience, so 
that listeners are able to assess the applicability of such claims to their own experience or contexts. This, 
in turn, suggests that the necessary conditions should be set up that would enable all participants in 
policy consultation processes to contribute their knowledge in ways that have value for policymakers 
(Morrison & Dearden, 2013; Petts, 2008).  
However, there were indications in the findings of an awareness among Chairs of time constraints, as 
well as of certain restrictions that the microphone management format may have placed on the 
enactment of embodied knowledge. This may also have contributed to the relative absence of explicit 
that an: 
ors to use evidence 
effectively, [while] a format where participants have more time to think through an argument 
to construct coherent arguments in support of their positions.  
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The format and facilitation of such processes is considered in more detail later. Another possible 
constraint on knowledge claims as an enactment of embodied knowledge may have been the emphasis 
in group discussions on getting to recommendations  that is, on inscribed knowledge. This is 
considered next.    
5.2.4 An emphasis on enacted and inscribed knowledge forms  
While evidence-based and experiential knowledge claims were not clearly evident in these findings, 
what emerged more clearly was that emphasis was placed on some phases of knowledge more than on 
others. Specifically, the emphasis was on the somewhat rapid transformation of enacted knowledge into 
inscribed knowledge. In other words, the pressure to produce recommendations and the limited time 
available to do this meant that the knowledge that was enacted during group discussions tended to be 
quickly transformed into a form that made it more amenable to inscription. This, together with what has 
been discussed above, might explain the relative lack of explicitly referenced experiential and evidence-
based knowledge. It also might explain the surprising finding that the traditional evidence-experience 
dichotomy was not present.  
Instead, it suggests that attending to phases of knowledge may be more important than being 
concerned with the legitimacy of evidence-based or experiential knowledges. In particular, if the goal of 
consultation is to draw on the knowledge that participants bring, more time and space need to be 
provided for enacted knowledge forms, before attending to how this enacted knowledge might be 
captured in inscribed form. It nonetheless still points to  perhaps even more so  the importance of 
creating processes that enable not only the enactment of embodied knowledge, but also the 
interactions and transformations between the three knowledge forms: embodied, enacted, and 
inscribed knowledge. In order to give input on draft policies, consultation participants must be afforded 
the chance to properly engage with the inscribed knowledge of this policy during discussions; this, in 
turn, might produce enacted knowledge that is of greater value to policymakers than embodied or 
inscribed knowledge alone.  
To some extent, the focus on inscribed knowledge speaks to the purpose of policy consultation  the 
necessity of gathering and capturing a large amount of input. However, it seems that, in this particular 
consultation at least, more attention was paid to the what of what was captured than to the how of 
capturing it, and the extent to which the latter might have optimised use of valuable knowledges. Even 
where embodied knowledge interacted explicitly with inscribed knowledge in the creation of new 
enacted knowledge (e.g. through engaging with draft policy), this did not seem to have had any effect 
on the resulting inscribed (final) policy. As has been argued in this study, attending to the enactment 
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and inscription of experiential embodied knowledge is particularly important in the context of mental 
health (Morrison & Dearden, 2013).  
In similar ways, embodied knowledge did not seem to move easily through the mental health 
consultation process in Smith- , may have been 
-Merry, 2015, p. 35). 
As a result, the forms of knowledge that were not easily inscribed  that is, embodied and enacted 
knowledge  were absent from the final policy document. Although the findings of this study showed 
that participants were making neither explicit evidence-based nor explicit experiential knowledge claims 
to substantiate their proposals, it is also the premise of this study that changing the structure and 
format of consultation processes might be more successful at enabling these kinds of knowledge. This, 
in turn, necessitates optimising such knowledge by finding ways of moving them through the process.  
This highlights the importance of attending to the forms of knowledge enactment and inscription and, 
more specifically, to the points at which one form of knowledge is transformed into another. In the 
absence of this, both the conventional orientation towards inscription in policy consultation processes 
(Smith-Merry, 2012, 2015), as well as towards particular kinds of inscribed knowledge forms (e.g. formal 
ypes of knowledge from policy processes and, hand in hand with this, 
-Merry, 2015, p. 38). Indeed, 
Freeman and Sturdy (2015a, p. 16) suggest that employing the embodied-enacted-inscribed knowledge 
in the 
policy process are characterised by a greater or lesser extent of particular phases of knowledge and, if 
so, to ask why that might be the case .   
The arguments considered here suggest that if we are to optimise the use of what participants bring as 
embodied knowledge inputs to a consultation process, we need to understand how different knowledge 
phases interact with one another during this process. There are a number of process-related elements 
that might enable or constrain this interaction  and particularly the transformation from enacted to 
inscribed knowledge. These are considered in more detail in the next section.  
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5.3 Policy consultation at the meso level: Enacted-inscribed knowledge  
The focus on enactment draws our attention to the importance of meetings as key sites for the 
creation, circulation and transformation of policy knowledge
 
inferred in the translation of knowledge from one form to another. 




5.3.1 Opportunities for enactment of embodied knowledge: The format of the consultation 
limited opportunities for embodied knowledge to be enacted.  
 
5.3.2 Attending to points of embodied-enacted-inscribed knowledge transfer: There was limited 
facilitation of knowledge engagement and transfer between the three forms of knowledge.  
 
A focus on the meso level in policy consultation spaces shifts the focus from the individual and their 
embodied knowledge to the ways in which sites of enactment influence both the enacted knowledge 
created and the movement of enacted to inscribed knowledge. The importance of process-related 
elements was alluded to in the previous section. The analysis at the meso level of the national summit, 
then, was informed by the recognition that decisions about how consultation processes are structured 
and conducted can enable or constrain the enactment and inscription of embodied knowledge. In the 
analysis, I focused particularly on elements that I considered to have the potential to illuminate the 
intersection of different knowledge forms and their subsequent transformation in the creation of new 
embodied, enacted, or inscribed knowledge. This was partly guided by what the literature review had 
revealed to be important aspects of consultation processes. It was also based on the clear argument in 
the literature that policy consultation should at least hold the potential to influence policy; this, in turn, 
process in order to allow for  and optimise  this potential.    
The findings showed that in a number of ways, the national summit structure and process constrained 
the transfer of embodied to enacted knowledge, and from enacted to inscribed knowledge. Tracing back 
to the finding that the policy did not seem to change substantively following the consultation  despite a 
great deal of input  these findings provide some insight into why this may have been the case. Possible 
explanations for this are explored here, towards understanding why engagement and transfer between 
these knowledge forms was not optimal. One immediate observation from these findings is that the 
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throughout this study, in terms of having to integrate not just multiple knowledge inputs, but also 
different knowledge forms (embodied, enacted, inscribed). Not only were these knowledge forms not 
always in agreement, they were also subject to the demand for summarisation in inscribed forms. In the 
absence of a clear basis for prioritising inputs, this is likely to have required Chairs to favour some inputs 
over others. They dealt with this dilemma in different ways, with varying consequences for the 
movement of knowledge from enacted to inscribed knowledge, in particular. The discussion in this 
section thus focuses on how process-related elements seemed to affect this transformation.  
5.3.1 Opportunities for enactment of embodied knowledge  
For embodied knowledge to transform into enacted knowledge, there need to be sufficient 
opportunities for enactment. There were a number of indications in the findings that such opportunities 
at the national consultation summit were limited. For one thing, the overall programme for the two-day 
event restricted the amount of time available for participants to engage with draft documents, and with 
one another, in order to produce new enacted knowledge of relevance to the mental health policy. 
Similarly, within the group sessions themselves, much time was taken up by formal presentations, 
leaving less time for interaction and discussion. This may al
formulating recommendations  in other words, inscribed knowledge  discussed above.  
Providing adequate time for participants to engage in policy consultation has been identified as an 
important criterion for measuring the effectiveness of such processes (Rowe & Frewer, 2000), as has 
allowing sufficient time to develop recommendations (Abelson & Gauvin, 2006). As shown in this study, 
however, in practice the reality is often quite different from normative ideals, perhaps owing to 
pragmatic and feasibility constraints on the process (Papadopoulos & Warin, 2007a).  What took me 
months of in-depth analysis to make sense of during this research study had to be achieved in a few 
hours during the summit. However, I would argue that it is possible to achieve some form of middle 
ground, where pragmatic considerations can be balanced with optimising the contributions that 
participants make during policy consultation events.  
The way in which breakaway groups were organised is also argued to have influenced the movement of 
knowledge through the process. The national summit process mirrored the tendency in policy 
consultation towards the normative (Elster, 1998; Habermas, 1984), structured along the lines of formal 
academic conferences, with Chairs and rapporteurs managing small group sessions. There was, of 
number of participants at the summit, for example, some form of structure was necessary to facilitate 
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recommendations. Certainly, structured decision-making has been identified as one of the process 
criteria that might increase the effectiveness of consultation (Rowe & Frewer, 2004). Similarly, 
structuring small group sessions around key issues arguably allowed for greater and more varied inputs 
than would have been possible in larger forums, which have been found to be largely ineffectual in 
influencing policy decisions (Shipley & Utz, 2011).  
However, if knowledge is created in interaction, then the microphone management format of the group 
sessions also served to limit both opportunities for the creation of enacted knowledge as well as the 
nature of such knowledge. The facilitation by microphone meant that one person got to speak at a time, 
and one person  either the Chair or the facilitator  exerted control over who had access to the 
microphone, thereby restricting the turn-taking that might be found in ordinary conversation. In 
addition, one person  either the Chair or the rapporteur  decided on the importance of the message, 
although there did not appear to be any formal or systematic guidance regarding how to determine 
importance or priority of inputs. Although each group was successful in generating a number of 
recommendations, the group format may have resulted in these recommendations reflecting the 
loudest voices, or inputs that most easily lent themselves to summarisation and inscription. Although 
this may be, in part, an inevitable part of the processes when large groups convene in order to reach a 
summarised set of outputs, this kind of format meant that many other voices and knowledge inputs that 
might have contributed to the discussions  and therefore to the recommendations  were not provided 
with sufficient air time       
consideration, then it follows that the interactive nature of such processes should be optimised in order 
inscribed knowledge. This means attending to exclusion mechanisms that limit participation, including 
the setting, chosen methods of communication, and speaking time granted (Elberse et al., 2011). The 
findings of this study are in line with similar studies that have highlighted the importance of attending to 
process in enacted (consultation) spaces (Catt & Murphy, 2003; Smith-Merry, 2015), as well as to 
creative tools for both eliciting and capturing knowledge inputs (Gramberger, 2001; Shipley & Utz, 
2011). Although these are likely to be more resource intensive, they are also more likely to achieve the 
goals of public participation (Cook, 2002).  
Not only did the format of the consultation summit limit the potential for and value of enacted 
knowledge, the limits it placed on interaction between participants during discussions would likely have 
also constrained mutual exchange of knowledge. This confirms previous findings regarding the limits of 
conventional forms of participation (Morrison & Dearden, 2013). It is also surprising, given the 
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widespread recognition of the need to integrate multiple knowledge inputs in policy consultation, as 
well as the importance of managing knowledge and communication to achieve effectiveness in these 
processes (Horlick-Jones et al., 2007; Rowe & Frewer, 2005). Attending to the points at which 
knowledge interacts and transforms speaks not only to the transfer of knowledge from enacted spaces 
into inscribed forms (that can be moved beyond enacted spaces), but also to the transfer between 
different embodied knowledges. In turn, this highlights the importance of facilitation in optimising 
knowledge inputs in policy consultation. This is considered in more detail below. 
5.3.2 Attending to points of embodied-enacted-inscribed knowledge transfer  
Although breakaway groups largely followed a microphone management format, the findings suggest 
that the process for ensuring transfer of knowledge in and beyond these groups was not systematic. In 
particular, facilitation of small group discussions could have received more attention, with the aim of 
not just getting to an inscribed output, but also enabling the enactment and movement of knowledge 
through the process. Skilled facilitation has previously been identified as one of the key components of 
successful consultation (Gramberger, 2001; Morrison & Dearden, 2013), as well as a factor that 
increases the likelihood that policy consultation will have an influence on policy (Boivin et al., 2004; 
Emery et al., 2014; Li et al., 2015). However, this study shows that facilitation needs to go beyond 
managing process towards achieving outcomes, to being able to link and integrate multiple kinds of 
knowledge (Healey, 2007; Horlick-Jones et al., 2007; Restall et al., 2011), particularly to avoid the risk of 
such exercises becoming tokenistic (Ashwood et al., 2014). The notion of knowledge brokering is not 
new (e.g. Jones et al., 2012; Ward et al., 2009). Nonetheless, there appears to be a scarcity of research 
on micro-processes and how to actively integrate multiple knowledge forms into policy (Jones et al., 
2012;  , 2015). 
conceptualisation of policy consultation as a knowledge management process at this micro-level. They 
link facilitation in terms of eliciting the maximum and most relevant knowledge inputs from participants 
with facilitation in terms of processing, managing and aggregating such inputs across the process. This 
study illuminates again the importance of attending to such processes.  
However, what the findings of this study suggest is that knowledge brokering should involve not just 
making links between participants, and between their knowledge inputs, but should also be able to 
facilitate transfer between different phases of knowledge  that is, between embodied, enacted, and 
inscribed knowledge. During the national summit group discussions, there was continual interplay 
between different knowledge forms, with participants engaging with inscribed knowledge, as well as 
enacted embodied knowledge, to create a new enacted knowledge space. A focus of previous work on 
knowledge brokering has been on managing the divergence between different knowledges and, in 
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particular, reconciling evidence-based inputs with experiential or lay inputs (Demszky & Nassehi, 2012; 
Epstein et al., 2012; Fazey et al., 2006). This study showed that there was less need for reconciling these 
kinds of knowledge inputs, and more need for an awareness of how knowledge moves between 
embodied, enacted, and inscribed forms  what Freeman and Sturdy (2015b nowledge 
 as well as how to optimise this movement.  
As mentioned earlier, the focus in group discussions at the summit was on formulating 
recommendations and producing an inscribed knowledge output. This form of knowledge is an 
important output of such discussions in that it is able to move beyond enacted spaces to be used by 
those who were not present in these spaces. I consider the possible influence of the forms of inscribed 
knowledge that resulted from group discussions in the next section. However, another way in which 
knowledge can move beyond enacted spaces is as embodied knowledge, in individuals. Although it is 
not possible to determine from the data available the extent to which this happened during the national 
summit, the somewhat stilted ways in which discussions unfolded as a result of the microphone 
management format seems likely to have constrained interaction and exchange of knowledge between 
individuals. There was little opportunity to follow through on or engage with points made by individual 
group members. In addition, with little explicit reference to evidence-based or experiential knowledge, 
there was perhaps less for other participants to link into as a reference point for their own knowledge 
and experience, limiting possibilities for the creation of new embodied knowledge.    
- ified as important (Maybin, 2013, p. 101). The value of 
consultation in itself  in terms of the potential influence on participants themselves  has also been 
demonstrated (Hajer, 2005; Turnhout et al., 2010), including as a measure of effectiveness (Rowe & 
Frewer, 2004). This is particularly important when consultation is with marginalised groups, whose 
voices have previously gone unheard (Barnes et al., 2004) and for whom consultation might be a 
mechanism of empowerment (Barnes, 2009; Conklin et al., 2012; Kleintjes, 2012). The findings of this 
study highlight that this potential for mutual learning  an exchange of embodied knowledge through 
enactment  might be optimised by attending to the way in which such processes are structured and 
conducted. In Smith- (2015, p. 35) study of a mental health consultation process, for example, 
 of embodied knowledge taking place between participants in the consultation 
process, which helped both in initial sense-making and in the implementation of the resulting policy 
within local communities of practice . In the context of the buy-in that is required from health care 
practitioners to integrate mental health into primary health care, there would likely be much value in 
optimising such exchanges. It also highlights the importance of having policymakers and planners 
participate in such events, which supports previous work in this area (Emery et al., 2014).  
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The discussion above has highlighted the importance of attending to process in order to facilitate the 
exchange of embodied knowledges. In particular, the microphone management format may have 
limited opportunities for this kind of knowledge movement. However, there were also indications in the 
findings that other points of knowledge engagement were neglected. The interaction between 
embodied knowledge and inscribed knowledge during group discussions was also inconsistent and 
largely limited. A draft policy document and a draft summit declaration were available for groups to 
review and comment on during the summit. The findings indicated that there was little engagement 
with the draft policy in particular and, where this did occur, much of the focus was on changing words or 
phrasing in the document. Despite having a draft summit document in which recommendations would 
be captured, there was therefore no explicit way of linking what groups added as recommendations to 
the end of this document with the content of the policy. There were indications in the findings that 
some of the contributions at the summit seem to have informed the identification of implementation 
priorities. The lack of engagement with the draft policy, then, suggests that what was ultimately 
inscribed in recommendations might have had more relevance for implementation. This link might have 
been strengthened had greater attention been paid to the interaction between embodied and inscribed 
knowledge that created new enacted knowledge  which, in turn, was transformed into inscribed 
knowledge (recommendations).  
Similarly, these findings showed that there was no consistent process for transferring provincial summit 
recommendations for consideration at the national summit. The recommendations from the only three 
provinces that reported back at the plenary came in the form of enacted knowledge, with provincial 
representatives providing these in oral form. As Freeman and Sturdy (2015a) suggest, enacted 
knowledge, like gas, is transient at the site at which it is generated. In addition, there were indications in 
the findings that the follow-through of provincial feedback at the national summit was largely 
dependent on whether individuals who had participated in provincial summits were in attendance 
during group discussions and could ensure that these inputs were heard. This embodied knowledge, 
however, is also transient insofar as it requires the presence of the individual who embodies it.  
In contrast, the advantage of inscribed knowledge is that it is stable and tangible, and therefore easily 
moved and used beyond the contexts in which it was generated  but only if procedures are in place for 
processing and transferring it between the spaces in which it is captured. Such procedures do not seem 
to have been in place between the provincial and national summits, nor between points of inscription at 
the national summit. There should therefore have been a more explicit way of ensuring that provincial 
recommendations were present in these groups so they could be engaged with  that is, as inscribed 
knowledge. This is particularly important given the findings discussed above that at least one objective 
of the national summit may have been to inform the implementation priorities, and provincial 
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departments of health are responsible for implementing the policy. The implications of this lack of 
follow-through from provincial summits are considered in more detail in the next section. 
Once knowledge is enacted, it may become embodied once again within individuals, and in this way 
travel out of consultation spaces, as discussed above. However, this enacted knowledge must also be 
transferred into inscribed forms in order for it to move beyond policy consultation processes, and to be 
seen and used by policymakers tasked with integrating these inputs in policy decisions. I previously 
argued that there was an emphasis on inscribed knowledge at the national summit, more than on 
embodied and enacted knowledge. However, little attention seems to have been paid to the ways in 
which this inscribed knowledge was created  in other words, to the points of inscription. There do not 
seem to have been explicit instructions regarding what to capture or how to capture this, with the result 
that the ways in which participant inputs were captured into recommendations during discussions were 
recommendations in the form of a PowerPoint presentation that they presented back to the group at 
the end of the breakaway session. Such a format may have allowed for more group members to engage 
with the provisional recommendations than a Word document that rapporteurs read out loud to the 
group.  
This highlights again a gap in the literature regarding the process through which the transfer of 
knowledge in policy consultation spaces is enabled (Horlick-Jones et al., 2007). The embodied-enacted-
inscribed framework captures the notion that knowledge moves and can be transformed through this 
movement (Se . The findings of this study suggest that if the value of this 
knowledge is to be optimally used in policy consultation spaces, the interaction between different forms 
of knowledge  the knowledge moments  need to be more consciously attended to.  
In the discussion above, I have considered how process-related elements of the consultation summit 
affected the nature and form of new knowledge that was created, as well the movement of this 
knowledge. However, the potential of any knowledge contribution to influence policy was contingent on 
what happened to the inscribed knowledge once it left the enacted (group) spaces. The points of 
interaction between embodied, enacted, and inscribed forms discussed above may have been 
inconsequential if inscribed knowledge was not used beyond these spaces. The movement of inscribed 
knowledge through the consultation process is considered in the next section.  
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5.4 Policy consultation at the macro level: Inscribed knowledge and beyond 
Insofar as we might think of the work of policy as the work of coordinating action, particular importance 
attaches to the role of inscriptions  and analysts and practitioners alike may learn much by observing 
just what knowledge finds its way into inscriptions for policy purposes, and by attending to and following 
the movement of those inscription through the policy world. 
(Freeman & Sturdy, 2015a, p. 15) 
Overview 
 
5.4.1 The purpose of consultation: The consultation may have been more a rubber-stamping 
exercise or endorsement of policy, with no substantive changes to policy.   
 
5.4.2 Forms of inscribed knowledge: The manner and forms in which inscribed knowledge was 
captured were not consistent and may have limited the knowledge inputs that could be 
transferred.  
 
5.4.3 Abstraction of (inscribed) knowledge: The abstraction and summarisation of knowledge at 
each point of inscription resulted in the loss of more detailed knowledge contributions. 
 
5.4.4 Movement of inscribed knowledge: Both forwards and backwards movements of inscribed 
knowledge through the consultation process were not systematic.  
 
5.4.5 Policy(making) beyond the consultation space: Factors influencing policy decisions beyond 
the consultation space may have affected what inputs were and were not used to inform policy.  
 
Inscribed knowledge is an important knowledge form at consultation events, as it is in this form that 
knowledge inputs from embodied and enacted sites are moved beyond these spaces to policymakers. I 
therefore focused, at the macro level, on exploring how inscribed knowledge was transferred from one 
point to the next through the consultation process. I was particularly interested in points of inscription 
and abstraction, and how transcribed knowledge inputs followed through from one point to the next. 
Tracing the follow-through of knowledge in this way could provide insight regarding why the content of 
the policy document did not change in any substantive way following the consultation. The analysis 
moved beyond the micro (individual) and meso (process) levels, to the macro level. This allowed me to 
explore what happened to inscribed knowledge outputs once these moved outside of summit 
breakaway groups.  
The analysis at the macro level was informed by the review of literature that pointed to challenges with 
transferring knowledge inputs and outputs from policy consultation to the broader policy(making) 
arena. The policy consultation literature had indicated that the involvement of public participants in 
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policy decision-making may be somewhat tokenistic, particularly if there is no transparency or feedback 
where the goals of public consultation are genuinely to engage in dialogue and mutual decision-making, 
the use of consultation inputs and outputs in policy(making) is difficult to determine (Li et al., 2015). 
From a knowledge perspective, there was evidence to suggest that there is an inevitable lost in 
translation  effect as knowledge moves from embodied and enacted forms  and is codified  into 
inscribed form (Freeman, 2009; Freeman & Sturdy, 2015b). In addition, previous work has demonstrated 
that much of the rich detail of embodied and enacted knowledge is lost in the summarisation of 
consultation reports (Smith-Merry, 2012). There were also indications in the literature that this may be 
because of a lack of systematic processes for transferring knowledge inputs, as well as because of 
problematic record-keeping and feedback mechanisms (Ashwood et al., 2014; Caluwaerts & Reuchamps, 
2016; Horlick-Jones et al., 2007).  
The findings showed that a substantial amount of valuable knowledge that was enacted at the national 
summit was lost at various points of inscription. If the kinds of knowledge inputs at the summit did not 
lend themselves to the kind of knowledge that must be captured in policy, this could go some way 
towards explaining why the policy did not seem to change following consultation. The more substantive 
alignment between consultation inputs and the implementation-related appendices suggests that 
consultation contributions could be optimised where there was less necessity for abstraction of detail, 
as is required in a policy document. There was also little follow-through of knowledge inputs through 
the consultation process into summit and policy outputs, as well as a lack of clear feedback regarding 
how the consultation outputs were used during the policy finalisation process.  
In this section, I offer a number of possible explanations towards understanding why there appeared to 
be little follow-through of inscribed knowledge from the consultation. There were indications in the 
findings that this may have partly been because of what was happening to inscribed knowledge at the 
national summit itself, and partly because of factors beyond the consultation space  that is, macro-
level factors that influence policy and policy consultation. As in the previous sections, for each of these 
possibilities, I illustrate how this was indicated in the findings, and how this relates to existing work in 
the relevant literature.  
5.4.1 The purpose of consultation  
The point of departure for this study was the finding that the policy did not change in any substantive 
way following the summit. At first glance, this suggested that the consultation process may have been 
more a rubber-stamping process than a genuine dialogue with participants regarding the proposed 
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policy. The conference style format resembled a form of public hearing a public participation format
commonly ormal 
process initiated by government in respect of endorsement of emerging legislation or in response to a 
la et al., 2016, p. 190). As such, this consultation process 
was located more on the level of information exchange than on an exchange of power between citizens 
and government through mutual decision-making; this, as Arnstein (1969) argues, may have amounted 
to tokenistic participation. If this was the case, then it puts the findings discussed above into context  
that is, if the outcomes were already predetermined, then how knowledge transfer was effected in and 
through enacted discussion spaces would have been inconsequential.   
In addition to the lack of changes between the draft and final policy documents, there were a number of 
ways in which the findings pointed to the sense that the consultation outcome was at least partially 
predetermined. Firstly, the fact that a pre-drafted version of the summit declaration was available at the 
start of the summit points to this. In addition, the finding that each of the eleven recommendations 
added to the summit declaration at the end of the summit mapped roughly onto the predetermined 
themes of the breakaway groups  with the exception of child and adolescent mental health  also lends 
support to this. The finding that decisions regarding reducing the 125 recommendations made by 
breakaway groups to the eleven recommendations on the summit declaration were made behind closed 
doors  with no audio or documented recordings of this meeting  also suggests more of a top-down 
process, whereby government retains control over both decisions and decision-making. This confirms 
what other studies of health policymaking and consultation in South Africa have demonstrated 
(McIntyre & Klugman, 2003; Walker & Gilson, 2004).  
The findings also showed that the pre-drafted summit declaration may have created the impression for 
participants that summit outcomes were already somewhat predetermined, which in turn would likely 
have influenced how they made their contributions. This could go some way towards explaining why 
explicit knowledge claims were infrequently made during discussions. As such, these findings are 
consistent with previous local and international research showing that consultation can leave 
participants feeling disempowered as a result of being co-opted into processes which already have 
predetermined outcomes (Buccus et al., 2008; Buccus & Hicks, 2011; Cheeseman & Smith, 2001; Manor, 
2004; Theron et al., 2
principles of public participation  clude the promise 
. Nor did it show evidence of outcome 
measures of effectiveness 
there should be specific changes to policy and practice or, at the very least, that public views should be 
incorporated into decision-making (Abelson & Gauvin, 2006; Rowe & Frewer, 2000).  
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This study also adds to research in South Africa showing that public participation in practice tends to be 
more tokenistic and less empowering than is promised in legislative mandates for public participation 
(Buccus et al., 2008). On some levels, this may be a capacity and feasibility issue more than disingenuous 
agendas on the part of government officials or departments. As Theron et al. (2007, p. 14) argue, the 
countries such as South Africa . Such constraints notwithstanding, the implications of tokenistic 
involvement in policy consultation has particularly negative ramifications in the context of mental 
health, as it may serve to further marginalise already vulnerable groups (Morrison & Dearden, 2013).   
However, some have argued that the consulted public should not be led to believe that their inputs will 
have a direct influence on final decisions (Bishop & Davis, 2002; Kane & Bishop, 2002). In addition, there 
are other purposes for which consultation may be undertaken that go beyond incorporating public 
views into government decision-making; these include enabling civic engagement and building social 
connectedness (Kleintjes, 2012), or demonstrating a commitment to government accountability (Barnes 
et al., 2004). There was some evidence that the national consultation summit had positive 
consequences for mental health in South Africa in several ways, including raising the profile of mental 
health, and signalling government commitment to addressing the gaps in service delivery. The findings 
also suggested that the consultation may have simply endorsed the existing policy, as there were no 
indications in summit discussions or recommendations of significant deviations, contradictions, or 
objections to the draft policy content. Regarding this outcome at least, then, the consultation seemed to 
be effective in terms of the compatibility between participation recommendations and policy decisions 
(Conklin et al., 2012). The consultation may therefore have simply confirmed what policymakers were 
already going to do (Abelson & Gauvin, 2006).  
Furthermore, the predetermined nature of some elements of this process may actually have helped to 
structure the consultation process, and allowed participants and groups to formulate action items that 
could be used to identify implementation priorities. This is confirmed by the finding that there was 
greater alignment of consultation inputs with implementation-related appendices than with policy 
changes. Of course, using this as a measure of effectiveness would depend on whom one spoke to, as 
other studies have suggested (McCluskey et al., 2004; Rowe & Frewer, 2004). While this may have 
helped officials organising the process to achieve their objectives, participants might have held different 
perspectives regarding opportunities for making contributions, as well as how these contributions were 
used, as suggested above. What this does mean, however, is that purpose and expectations should be 
clarified upfront (Kane & Bishop, 2002), and that there should be transparency and feedback regarding 
how decisions are made (Cook, 2002). This, in turn, points again to the importance of attending to the 
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form of inscribed knowledge that is produced at such events, as well as to the movement of inscribed 
knowledge through the process. These are discussed next.  
5.4.2 Forms of inscribed knowledge 
In the section above, I highlighted the importance of facilitation and knowledge brokering in linking 
different forms of knowledge. Here, I consider what the findings of this study have illuminated about the 
transformation from enacted to inscribed knowledge, and what effects the form of inscribed knowledge 
might have on the nature of the knowledge that is available for policymakers to use beyond the 
consultation space. If inscribed knowledge is emphasised as the predominant form of knowledge  as, in 
some ways, it must be in policy consultation  then we need to consider the form it takes, as well as 
what happens to it afterwards. If these are not attended to, then it seems unlikely that the purpose of 
policy consultation as a form of public participation will be achieved.  
The capturing of group discussions and recommendations in inscribed form was done in two ways at the 
national summit  notetaking by rapporteurs and audio recordings  although the processes varied 
somewhat across groups. Some rapporteurs seemed to be taking notes throughout the discussion, while 
others only began capturing the discussions when groups began formulating recommendations. The 
transfer of enacted to inscribed knowledge, as well as the form that it took, was therefore largely 
determined by one or two participants. This may in part have been pragmatic, but it also demonstrates 
the importance of certain individuals over others in terms of who got to decide what got written down 
and what did not, as well as the way in which this was captured. The effects of this on how policy 
consultation influences policy more broadly are difficult to determine. However, it seems likely that 
certain voices, as well as certain knowledges, were inscribed out  of the final output in this way. This 
certainly seemed to be the case in terms of the finding that much of the detail in the participant 
contributions was lost in the transformation of enacted knowledge into inscribed knowledge. This may 
to some extent be inevitable during such a process; however, some recommendations are made at the 
end of this study regarding how participatory processes might be designed in order to circumvent it.   
As mentioned earlier, research on the effectiveness of policy consultation has highlighted the 
importance of linking consultation inputs with policy decisions, in ways that demonstrate 
, in Catt & Murphy, 2003; Rowe & 
Frewer, 2004). However, there is a gap in the consultation evaluation literature on the mechanisms for 
doing so. In particular, the specific ways in which consultation inputs are recorded and moved beyond 
the consultation space have not received sufficient attention. By drawing on the embodied-enacted-
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inscribed knowledge framework as a lens through which to view consultation processes, the findings of 
this study have gone some way towards filling this gap.  
On a broader level, there is also an absence of guidelines in South Africa on how consultation processes 
should be recorded (Marais et al., 2017). This study showed that there was variability in the form of 
records or reports from the provincial summits, as well as in how these were linked to the national 
summit process. There were also inconsistencies with respect to how such records were managed and 
the extent to which they were accessible to the public (Marais et al., 2017). Without systematic 
processes for documenting  or inscribing  such processes, it is difficult to see how public inputs are (or 
are not) incorporated into policy decisions. This affects the transparency of such processes and may 
serve to decrease rather than increase public trust in government (Abelson & Gauvin, 2006; Li et al., 
2015).  
The recording of breakaway group discussions in audio form is an interesting aspect to consider in terms 
of whether this represents a form of inscribed knowledge, and what purpose it served. In a sense, these 
recordings could be argued to represent an inscribed boundary object in the link they provided between 
consu  and the knowledge that the technical task team and policymakers 
drew on to finalise the policy. There was no way of determining, from the data available, whether and 
how these recordings were subsequently used beyond the national summit. However, given that they 
represented over 40 hours of recordings, it seems reasonable to assume that policymakers would not 
have sat and listened to these during the finalisation process. It would have been interesting to explore 
whether and how the final policy  and in particular the priorities included on the implementation plan  
would have been different had they done so. There are obvious practical and feasibility difficulties with 
this, which raises questions around why national summit proceedings were recorded in this way. Even 
the transcripts of those recordings, for example, which formed a substantive part of the data analysed in 
this study, required a great deal of time to make sense of, for someone who had not participated in the 
process.  
This highlights the importance of attending to the form of inscribed knowledge in policy consultation. 
Previous research has demonstrated the value of boundary objects as mechanisms spanning boundaries 
across diverse bodies on knowledges in policy (Jones et al., 2012). Where knowledge brokering might 
represent a conscious attention to enactment, boundary objects represent a conscious attention to 
inscription. Boundary objects can facilitate enactment and integration of different knowledge forms 
(Clark et al., 2015; Paavola & Hakkarainen, 2009), as well as the transfer of enacted knowledge to 
inscribed knowledge (Yeh, 2003). Boundary objects could therefore expand on the range of available 
forms of inscribed knowledge that might be employed during policy consultation processes.  
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As flexible and physical representations of knowledge (Fominykh et al., 2016), boundary objects have 
the potential to overcome some of the challenges with codifying and capturing tacit embodied 
knowledge (Abuhimed et al. 2013; Rooke et al., 2009). As such, they also have potential to integrate 
knowledges in a way that ensures the detail and value of embodied knowledge are not lost (Morrison & 
Dearden, 2013; Trompette & Vinck, 2009). In the case of the mental health policy consultation explored 
here, the final inscribed output of the national summit was a very broadly phrased document, which 
was an abstracted representation of the knowledge contributions made at the summit. This 
summarisation and abstraction of knowledge, and its implications for policy consultation, are discussed 
next. 
5.4.3 Abstraction of (inscribed) knowledge 
There was clear evidence in the findings of the ways in which knowledge was abstracted and 
summarised at each point of inscription. This goes some way towards explaining why there appeared to 
be little follow-through of knowledge inputs through the process, and into policy outputs. In this 
section, I consider what effects this abstraction had and highlight why this matters in policy consultation 
and policymaking in general.  
The summarisation of knowledge during the mental health consultation process was evident, first, in the 
emphasis in group discussions on keeping recommendations brief in both form and number, and on 
ensuring that these were concrete and actionable. It also became clear during this study that there was 
an obvious and significant gap between the detailed knowledge evident in the group discussion audio 
recordings and transcripts and the documented records of the consultation summit. This is consistent 
with previous studies showing a similar summarisation and abstraction of embodied knowledge as it 
moves -Merry, 2012, p. 140).  
In some ways, this abstraction is necessary and inevitable, first, as a pragmatic part of a policy 
consultation process (Demszky & Nassehi, 2012), and second as an inevitable consequence of the 
codification of tacit embodied and enacted knowledge (Agrawal, 2002; Kingston, 2012a; Lam, 1998). 
Something of the emotion and expressiveness of embodied knowledge is invariably lost in the 
translation of such knowledge to inscribed forms (Freeman & Sturdy, 2015b). A degree of abstraction 
may therefore be unavoidable. However, I would add my voice to those who argue that if policy 
consultation is undertaken, it is presumably to draw in some way on public perspectives regarding 
proposed policies and, as such, there should be investment in optimising the valuable knowledge that 
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practitioners and service users have to offer towards enhancing these policies (Morrison & Dearden, 
2013; Restall et al., 2001; Smith-Merry, 2012). 
Another way in which the gap between consultation inputs and outputs was evident here was in the 
finding that more detail seemed to be captured in the implementation-related appendices than in the 
policy itself  although this component of the policy was never itself subject to further comment. This 
corroborates the assertion that the kinds of knowledge available at a consultation process may not be 
amenable to the form of inscribed knowledge that is required in policy, but that these might be more 
suitable for more detailed implementation plans. This consultation-implementation link is supported by 
the finding of the current study that where participants did make explicit reference to experiential 
knowledge claims during group discussions, they typically did this to highlight whether and how policy 
.  
This has implications for policy consultation. For one thing, the purpose of the consultation and what it 
will be used for should be clarified upfront, as has been highlighted in the evaluation literature (Abelson 
& Gauvin, 2006; Webler, 1995). It may also require rethinking what policy consultation could be 
optimally used for, given the kinds of knowledge available here. This adds to research which has 
highlighted that policy consultation may be more effective if conducted at local levels (Emery et al., 
2014), as well as research demonstrating that policy consultation may be used more as a mechanism for 
mobilising stakeholders towards the implementation of policy than as a means of adapting the policy 
itself (Sturdy, Smith-Merry, & Freeman, 2012). These findings also add to research suggesting that 
different forms of input might be more appropriate at different points in the policymaking process 
(Restall et al., 2011; Roberts, 2014).  
The abstraction of knowledge also has implications for policy implementation, in particular, if we think 
about policymaking as representing a constant process of moving between phases of embodied, 
enacted, and inscribed knowledges. I have argued in this study that policymaking represents a 
knowledge problem for policymakers in terms of balancing the tension between abstract and particular 
forms of knowledge. While policy consultation must draw on particular forms of knowledge and 
transform these into the abstracted, inscribed knowledge of policy, the implementation of this policy 
requires transforming this inscribed knowledge back into enacted and embodied knowledge. There are 
problems, then, in not attending to the policy consultation-implementation link. These are highlighted 
further in the section below, in terms of movement of inscribed knowledge from provincial summits to 
national summit. The findings of this study also showed that inscribed knowledge underwent further 
abstraction and summarisation at each point of inscription as it moved through the consultation 
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process. This suggests that the movement of the inscribed knowledge through the process requires 
further attention. This is considered next.  
5.4.4 Movement of inscribed knowledge 
The discussion above has highlighted what the findings of this study have shown with regard to how 
knowledge moves from one form to another during a policy consultation. In this subsection, I consider 
how inscribed knowledge moved through the consultation process and beyond, in terms of how it might 
help to make sense of the lack of follow-through or influence of this consultation on policy. The findings 
suggest that both the forward and backward movement of inscribed knowledge through the 
consultation process was lacking: forward movement from provincial to national summits, and from 
breakaway groups through to the technical task team responsible for finalising the policy; backward 
movement was lacking in terms of providing feedback to consultation participants regarding how their 
inputs were used in the finalisation of the policy and identification of implementation priorities. The 
implications of this are considered further below.  
The findings regarding how provincial summit reports moved  or rather, did not move  to and through 
the national summit demonstrate a lack of systematic processes for moving local-level knowledge to 
national level. Given that provinces are responsible for developing plans for the implementation of 
national policies, it seems particularly important to attend to how inscribed knowledge moves between 
provincial and national consultation events and back again. One of the consequences of a decentralised 
health system is that the development of policies at national level removes them from the provincial 
and local administrative structures tasked with implementing them, as well as from the communities 
who might participate in them (Buccus & Hicks, 2011; Jenkins, 2003; McIntyre & Klugman, 2003). This 
may have consequences for the effectiveness of policy implementation. Since this study was conducted, 
there have been indications that the implementation of the mental health policy has encountered a 
number of challenges (Burgess, 2016; Govender, 2017; Marais & Petersen, 2015; Rural Mental Health 
Campaign, 2015; Schneider et al., 2016). Although these difficulties may not be as a result of what 
occurred (or did not occur) during consultation, it is possible that attending to the link between 
provincial and national consultation processes may help to pre-empt potential challenges, particularly 
given the wide diversity in resources across provinces. This highlights the importance of adequate 
consultation processes for policy implementation (Jones et al., 2012; OECD, 2001).     
The movement of inscribed knowledge from the breakaway groups to the inscribed knowledge captured 
in the final summit declaration occurred during a closed-door meeting, which does not appear to have 
been recorded or documented. The process through which the 125 group recommendations were 
301 
summit declaration recommendations was thus not explicit. On a broader scale, 
there also does not appear to have been a systematic process for transferring inscribed knowledge 
beyond the national summit. Even members of the technical task team who finalised the policy did not 
seem to be clear regarding whether and how inscribed knowledge from the summits was used during 
the finalisation process. Thus, even if the transfer from embodied to enacted to inscribed knowledge 
during consultation events is carefully attended to, if processes for transferring these inscribed 
knowledge forms beyond the consultation space are not systematic, then the inputs and outputs of 
consultation processes have little potential to inform policy.   
In addition to movement forwards from the policy consultation to policy finalisation, the findings of this 
study have demonstrated that the movement of inscribed knowledge back to those who participated in 
the consultation process was inadequate. For one thing, there was no feedback regarding how inputs 
were used to inform policy. Nor was there any further consultation regarding how priorities for 
implementation were identified, or the extent to which contributions during consultation had been used 
in doing so. There also does not seem to have been a systematic process for informing participants that 
the final policy had been adopted, nor where or how to access it. This is in contrast to arguments that 
participants should be provided with feedback regarding the results of consultation (Caluwaerts & 
Reuchamps, 2016; Cook, 2002; Kane & Bishop, 2002; Petts, 2008).  
In addition, there is evidence that the transparency of a consultation process is one measure of its 
effectiveness (Rowe & Frewer, 2000, 2004). All of these measures would require substantial time and 
resources on the part of those responsible for policy consultations processes. This would include criteria 
or mechanisms for specifying the objectives and outcomes at the level of consultation distinct from the 
outcomes at the level of policy. One way of achieving this might be to establish a systematic process 
that is applied across all government departments, and establishing a team of people dedicated to 
assisting each department to implement such processes.  
The findings of this study have shown that the potential of inscribed knowledge to perform the work of 
carrying knowledge to 
2015a, p. 10) is limited if a systematic process is not followed for moving it. Achieving such ends, in turn, 
requires some form of tracking public inputs through the decision-making process. In South Africa, 
however, as elsewhere, there seems to be a lack of systematic methods for collecting and managing the 
inputs at consultation events (Horlick-Jones et al., 2007; Marais et al., 2017). However, as has been 
emphasised throughout this study, determining the decision impact of policy consultation, as well as 
how inputs have been integrated with other forms of policy information, is no simple task (Emery et al., 
2014; Li et al., 2015). This is in part because of challenges in teasing out the impact of the participation 
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process from other influential variables (Abelson & Gauvin, 2006; Conklin et al., 2012). This suggests 
that there are factors beyond the consultation space that may have influenced the potential for 
consultation inputs to inform policy. Some of these factors are considered in the section below.  
5.4.5 Policy(making) beyond the consultation space  
Policy consultation is only one element in a complex decision-making process. As has been highlighted in 
this study, consultation is undertaken for a number of reasons, which involve greater or lesser sharing of 
control over policy decisions. The draft policy that was available for review at the provincial and national 
summits was based on years of investment, including consideration of available evidence from an 
extensive research process. The finding that the policy content did not change in substantive ways 
following the summit, apart from the addition of implementation-related appendices, suggests that the 
purpose of this consultation may have been more to inform these implementation priorities than to 
make amendments to the policy. This in itself highlights that key decisions around the content of the 
policy happened outside of the consultation space  both prior to and following the provincial and 
national summits. As such, this study confirms that a good consultation process is not necessarily linked 
to a good policy outcome, and vice versa (Abelson & Gauvin, 2006).  
There were indications in the findings that what was ultimately included in the policy, and particularly in 
the implementation plan, was based on decisions taken outside of the consultation space. As is the case 
with policymaking more generally, these decisions are likely to have been influenced by factors such as 
health system capacity and resource constraints, feasibility considerations, broader political and global 
agendas, and national and international best practice. The presence at the national summit of a key 
representative from the World Health 
development. This is supported by the inclusion in the policy document of the pyramid of service 
(WHO, 2003)  an addition that occurred following the national summit. While this approach may be 
widely recognised as best practice, the literature review highlighted potential problems with adopting 
global mental health approaches in local contexts (Jakubec, 2004; Whitley, 2015). 
The eight implementation priorities and related key activities included on the Strategic Plan were 
determined by the technical task team that was constituted to finalise the policy following the summit. 
Interview findings suggested that the voices of this team were strongly reflected in these priorities, with 
 issues that are more difficult to operationalise (e.g. recovery principles) excluded. There was 
no further consultation on these implementation priorities prior to the adoption of the final policy. As 
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has been highlighted in this discussion, the lack of consultation around implementation priorities and 
the absence of a systematic process for linking provincial summit recommendations with national 
summit recommendations has potentially negative implications for policy implementation at provincial 
and district levels (Buccus & Hicks, 2011; McIntyre & Klugman, 2003). This suggests that, while policy 
decisions are necessarily based on a number of factors, the role of consultation in policy development 
should not be undervalued. As such, this study lends support to research highlighting the importance of 
policy consultation (Catt & Murphy, 2003; Florin & Dixon, 2004), and to research that underscores the 
value that consultation can have in enhancing policy implementation (McGee & Norton, 2000; Irvin & 
Stansbury, 2004; Walters et al., 2000). This is particularly the case if those involved in implementing 
policy are included in consultation processes (Ditlopo et al., 2014; Walker & Gilson, 2004).  
The disconnect between national and provincial priorities is further highlighted by two issues that 
followed quite different paths through the provincial and national summits. Firstly, child and adolescent 
mental health was identified as a key issue for discussion at the national summit. All of the provincial 
summits had put forward recommendations regarding child and adolescent mental health, as did the 
national summit breakaway group tasked with discussing this issue. However, child and adolescent 
mental health was the one issue that was not included as a recommendation on the final summit 
declaration. It was also not identified as an implementation priority, nor included in the key activities 
relating to these priorities on the implementation plan. Only one statement relating to child and 
adolescent mental health was included in the Terms of Reference appendix added to the policy 
following the summit.  
Conversely, one of the key implementation priorities identified by the technical task team was the 
establishment of district specialist mental health teams. While this was one of the recommendations put 
forward by the mental health systems breakaway group at the national summit, only one of the 
provincial summit reports referred to establishing such teams. There are indications that this is one of 
the biggest stumbling blocks to the implementation of the mental health policy (Burgess, 2016), which 
underscores the importance of linking the development of policy-related implementation priorities to 
local-level priorities and capacities (McIntyre & Klugman, 2003). These findings also further highlight the 
role of other factors beyond policy consultation that influenced policy decisions.  
Other indications in the findings of the operation of influences outside of the consultation space were 
the predetermination of the ten topics for discussion at the national summit which, in turn, roughly 
corresponded with the eleven recommendations added to the final summit declaration. This suggests 
that the consultation output would have included recommendations around these issues regardless of 
the specific inputs from the breakaway groups. The fact that decisions around summarising the 125 
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group recommendations into eleven summit declaration recommendations were made in a closed-door 
meeting (that was not recorded in any way) suggests that decision-making authority in this consultation 
was retained by government officials. This, then, is consistent with models of public participation in 
which consultation falls somewhere in the middle of the information-exchange continuum, but where 
exchange of control between government and citizens is limited (Arnstein, 1969; Shand & Arnberg, 
1996, in Bishop & Davis, 2002). 
What these findings highlight is that knowledge contributions during a policy consultation process are 
among many knowledge inputs that policymakers weigh up in making policy decisions. However, this 
discussion has also demonstrated the important role of consultation, and in particular the ways in which 
the value that consultation can add to policy could be optimised by attending to how knowledge is used 
and moved through the process. The conclusion that follows will discuss 
findings within the broader context of mental health policy consultation and, more specifically, in the 
context of mental health policy consultation in South Africa. I will also reflect on the contribution that 
this study has made by adopting the embodied-enacted-inscribed knowledge framework as a lens 
through which to view a policy consultation process.   
5.5 Conclusion: Implications of this study for the knowledge problem of mental 
health policy consultation   
In this section, I outline what contribution this study makes to what is currently known about knowledge 
in policy and about mental health policy consultation in South Africa. In doing so, I highlight the 
implications of key insights from this study for existing approaches to policy consultation. Several 
recommendations for policy and practice, as well as for further research, follow from these implications. 
These are explored later in section 5.7.   
Policymaking generally and policy consultation in particular can be thought of in many ways. In this 
study, I have conceptualised policymaking as a knowledge problem, in that policymakers must balance 
multiple, and often competing, knowledge inputs in making policy decisions. Policy consultation in this 
view, then, represents (among other things) an exercise in knowledge management. Convening a policy 
consultation event  getting stakeholders together to discuss policy proposals  is a necessary but not 
sufficient step in ensuring that such a process is effective. However, while there is a large amount of 
research on what factors contribute to the effectiveness of policy consultation, the current literature 
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does not offer much guidance in terms of the micro-level processes through which contributions might 
be optimised towards enhancing policy and policy implementation.  
In a low- and middle-income country like South Africa, there are certain unique challenges that 
policymakers face in mental health policy decision-making and policy consultation, not least of which 
are resource and capacity constraints, as well as local complexities involved in addressing mental illness. 
The national and provincial mental health summits held in South Africa in 2012 thus represented an 
opportunity to explore how knowledge contributions during policy consultation processes might 
influence policy within this unique context. The aim of this study was to explore how the mental health 
policy consultation process informed policy, by tracing the movement of knowledge through the 
consultation process. In doing so, several gaps were illuminated that might be addressed in future 
mental health policy consultation processes in South Africa. In addition, while the findings are localised 
within this particular context, they have a number of implications that may be relevant for policy 
consultation more broadly.  
5.5.1 What gaps does this study address? 
This research addresses gaps in the current literature on mental health policy consultation and on the 
role of knowledge in policymaking in several ways. It is the first in-depth, empirical investigation into the 
mental health policy consultation process that was undertaken in South Africa in 2012. The finding that 
the mental health policy did not change in any substantive way following the consultation has not 
previously been documented. The embodied-enacted-inscribed knowledge framework (Freeman & 
Sturdy, 2015a) was used as a lens through which to understand why this lack of change may have 
occurred. To the best of my knowledge, this study is the first attempt to apply this framework in a LMIC 
context and in the South African policy context specifically. It has shown that the conceptualisation of 
embodied, enacted, and inscribed knowledge has both relevance and value within this context. It has 
identified a number of gaps in the consultation process that have implications for those organising and 
participating in such processes in future. These are considered here. Specific recommendations for 
policy and practice are presented in section 5.7.  
Given the lengthy lead-up to the adoption of the Mental Health Policy Framework and Strategic Plan 
2013-2020, the national consultation summit was significant in a number of ways. The summit raised 
the profile of mental health in South Africa and demonstrated high-level endorsement of the mental 
health policy, as well as commitment to addressing the challenges facing mental health service provision 
across the country. Further, the findings suggest that the policy framework was generally considered to 
be a comprehensive policy at the time of its adoption. However, the study highlighted several gaps at 
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the intersection of knowledge and policy in consultation. These do not detract from these important 
developments, nor do they make a judgement on the effectiveness of the policy itself. Rather, the 
findings allow us to see how attending to points of engagement between different forms of knowledge 
during a policy consultation event might help to improve consultation practices, with potentially 
valuable implications for policy development and implementation.  
The point of departure for this study was the finding that the mental health policy did not change in any 
substantive way following the national and provincial consultation summits. As such, the questions 
posed and analysis conducted in this study to explore why this might have occurred were in many ways 
geared towards identifying problems, or gaps, that may have contributed to the apparent lack of 
uptake. The findings largely confirmed, therefore, many of the challenges identified in the literature 
(2015a) embodied-enacted-inscribed knowledge framework was used to make sense of a very complex 
process. In particular, this lens made it possible to highlight the importance of attending carefully to the 
points at which knowledge is transformed from one form to another as it moves through the 
consultation process: specifically, from embodied to enacted knowledge, from enacted to inscribed 
knowledge, and from inscribed to inscribed knowledge, both within and beyond the consultation space. 
This, in turn, helped to illuminate gaps at the micro level of policy consultation, and inform suggestions 
for how some of the known challenges might be addressed. In doing so, it has provided insights into 
how policy consultation might be approached differently in the future.  
5.5.2 What contribution has this study made? 
The extensive set of findings generated by this study has highlighted several key insights that contribute 
to existing knowledge and practices of mental health policy consultation in South Africa and, hopefully, 
this has implications for knowledge and policy practices more broadly. These are discussed in this 
subsection. 
5.5.2.1   Insight into the South African mental health consultation summits 
As the only study that has been conducted on the 2012 mental health policy consultation process in 
South Africa, this research contributes new scholarship to the local mental health policy development 
and policy consultation landscape. The lack of explicit influence of this consultation process on the 
mental health policy has several implications. The predetermined nature of some of the outcomes from 
the summits suggests that the purpose of the process may have been more to secure endorsement of 
the draft policy than to change it. This is consistent with the primarily tokenistic culture of public 
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participation in South Africa that is evident in previous research. While seeking endorsement of draft 
policies is not in itself negative, there are potentially negative consequences if this purpose is not 
communicated upfront. It may serve to erode public trust in government and leave participants in such 
processes feeling disillusioned and, at worst, disempowered or marginalised. It also suggests, as this 
study has shown, that this was a lost opportunity for realising the value of the knowledge contributions 
of summit participants for enhancing mental health policy.  
5.5.2.2   Insight into participation in consultation processes at an individual level 
This study adds to what is known about what forms of knowledge contributions might be privileged over 
others in policy generally and policy consultation in particular. Specifically, it raises questions about 
previously held views, firstly, that inputs backed by explicit knowledge claims would be more likely to be 
responded to or captured and, secondly, that evidence-based knowledge claims would be prioritised 
over experiential knowledge claims. What the findings of this study suggest, instead, is that framing 
knowledge inputs in ways that are easily transformed into inscribed knowledge forms may hold greater 
weight than the evidence, experience, or other types of claims on which such inputs are based. This has 
implications for individuals who participate in policy consultation processes. The more cynical 
implication is that how contributions are made is somewhat inconsequential, in that framing these on 
the basis of specific knowledge claims would not likely increase the influence of such contributions. The 
more generous conclusion, however, is that if we wish to optimise the value that different kinds of 
embodied knowledge  whether evidence-based, experiential, or other  might have for policy, it is 
worth attending to how knowledge contributions are made. This, in turn, suggests that there needs to 
be agreement among consultation participants regarding the implicit and explicit rules of the game, and 
the ways in which knowledge contributions will be enacted and used.  
5.5.2.3   Insight into service-user participation in policy consultation in South Africa 
Mental health service users in South Africa are, generally speaking, a disempowered and marginalised 
group, with limited capacity to engage meaningfully in policy consultation discussions, as they are 
currently structured. Despite recent studies documenting clear strategies for enabling service-user 
participation in policy development (e.g. Kleintjes, 2012), the findings of the current study show that 
such participation remains an elusive ideal. Not only were service users poorly represented at the 
consultation summits, the process was not structured in a way that might have enabled their knowledge 
contributions beyond merely tokenistic inputs. Indeed, the presence of a largely well-educated, arguably 
better-capacitated group of participants was not sufficient to ensure that that the consultation process 
had much influence on policy. This does not provide much hope that increasing the involvement of 
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those whose inputs might be framed in ways that are less amenable to inscription would have any 
greater chance of informing policy. These findings suggest that the 2012 consultation process was a 
missed opportunity for exploring how enabling greater service-user participation may have influenced 
policy. They also suggest that the ways in which future consultation processes are structured will need 
goal and if the onus for achiev
 
5.5.2.4   Insight into participatory processes for optimising knowledge transfer  
This study has demonstrated that conventional forms of enactment and inscription in policy 
consultation may have limited value in optimising embodied knowledge contributions. The national 
consultation summit was a two-day event that took a particular format, similar to that of an academic 
conference, or a town hall or public meeting. What this kind of process seemed to be effective in doing 
was eliciting a set of recommendations, of varying degrees of detail, from a large number of people. If 
its purpose was to achieve consensus or minimise the potential for objection or disagreement, this 
process seems to have been successful. This kind of process was not effective, however, at enabling 
debate or greater engagement with the on-the-ground feasibility of draft policy proposals. It does not 
seem, as highlighted above, to have been an effective process for increasing the likelihood of impact on 
policy, which confirms previous research with regard to public participation methods of this kind. While 
the summits gave participants a (limited) chance to speak, the uptake of contributions seems to have 
been somewhat stochastic, largely dependent on individuals who facilitated and/or recorded and 
reported on discussions. The format of the process also limited opportunities for exchange of embodied 
knowledges, such that participants could learn from the experiences of others.  
This study shows that participatory processes should be designed with greater attention to knowledge 
moments: to points of enactment and points of inscription. In other words, the management of 
knowledge  from eliciting to sense-making to capturing to transferring  should be a critical element of 
future consultation processes. In addition, the findings of this study suggest that the transfer of 
inscribed knowledge through the consultation process should be more systematic. Importantly, this 
applies both to the forward movement of inscribed knowledge from consultation summits to 
policymakers, as well as to 
policymakers to consultation participants. This study suggests that the record keeping and access to 
information processes around policy consultation  processes that would increase transparency and 
accountability  continue to be problematic in South Africa, despite legislative mandates.   
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5.5.2.5   Insight into the policy development-consultation-implementation link  
The findings of this study have also made a small contribution to understanding the link between policy 
consultation and policy implementation by suggesting that the local and the general/abstract need to be 
aligned for policy to work optimally. In particular, the findings illuminate how attending to embodied-
enacted-inscribed knowledge moments in policy consultation might facilitate balancing the tension 
faced by policymakers in reconciling local knowledge with abstract/general knowledge inputs to policy. 
They also show that participants draw on experiential knowledge to highlight whether and how policy 
proposals would or would not work in implementation. This, in turn, provides insight with respect to 
how policy consultation might enhance policy implementation, through ensuring that local-level 
priorities are reflected in national policies.   
However, the findings also show clearly that the disconnect between national and provincial authorities 
in terms of policy formulation is mirrored in policy consultation. There was no systematic process during 
the mental health consultation summits for linking provincial level inputs with national level inputs to 
the mental health policy. In addition, while the development of the implementation plan following the 
summit suggests that the consultation may have contributed towards this plan in important ways, the 
lack of further consultation on the implementation priorities identified during finalisation of the policy 
was a missed opportunity for strengthening the provincial-national link. This is problematic because, 
while policymaking authority rests with the national DoH in South Africa, policy implementation is the 
mandate of provincial health departments. As such, this study suggests that the transfer of knowledge 
from sites of implementation to sites of consultation, and back to implementation sites though inscribed 
policies, requires greater attention. In particular, a certain level of detail is needed for policies to be 
consistently implemented, while still allowing for a degree of flexibility to account for variations across 
local (provincial and district) contexts.  
Providing a more detailed implementation plan, or manual, than the eight-point Strategic Plan, could 
therefore have both optimised the value of more detailed inputs during the consultation summits, as 
well as drawn on them to inform how the policy might be most effectively implemented. The knowledge 
inputs available at the summits could have given policymakers insight into challenges and opportunities 
encountered n the ground  ensuring that policy issues prioritised at national level corresponded with 
these realities. While implementation science offers guidance with regard to strengthening the policy-
to-practice link, this body of work has not necessarily conceptualised the policy development-
consultation-implementation link from a knowledge perspective. In particular, the findings of this study 
suggest that knowledge held at local (implementation) sites might be better mobilised towards 
enhancing policy by attending to how knowledge is managed through policy consultation processes.  
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5.5.2.6 Insight into policy consultation as embodied-enacted-inscribed knowledge
This study applied F a) embodied-enacted-inscribed knowledge framework to 
a new area  that is, mental health policy consultation in a LMIC context  in order to problematise 
policy consultation from a knowledge-transfer perspective. The study also provided a novel opportunity 
to explore the applicability of this framework in the South African setting and thus adds to empirical 
work that adopts this particular explanatory lens. A key insight from this study is that it is not only 
different types of knowledge  such as evidence-based or experiential  that must be reconciled in 
policy(making), but also different forms (embodied, enacted, and inscribed). Just as evidence-based and 
experiential types of knowledge have particular advantages and disadvantages with respect to their role 
in policy, so too do embodied, enacted, and inscribed knowledges. Placing emphasis on one form  such 
as inscribed knowledge  risks limiting the potential value that other forms have to offer policy and 
policymakers. Recognising the value of attending to these different knowledge forms in policy 
consultation illuminates potential conceptual and pragmatic ways of optimising future mental health 
consultation processes in South Africa. These are explored further in section 5.7, as specific 
recommendations for policy and practice.  
5.5.3 Why are these contributions important? 
In concluding this study, I argue that attending to knowledge forms and movement might help to align 
consultation principles with consultation practices. This is not to suggest that one type of 
would fit all; the interaction of contextual and individual level influences is an important factor in any 
policy consultation process. Rather, I suggest that using this knowledge lens to illuminate points at 
which knowledge use and movement could be optimised would be of value. Furthermore, being able to 
policy in enacted spaces of consultation could potentially enhance the policy-implementation link. More 
specifically, I propose that attending to the specific ways in which knowledge is transformed and moved 
through a policy consultation process, from the individual to the abstract, has the potential to enhance 
the value that consultation offers policymakers in policy formulation. In addition, it holds the potential 
to enhance the movement of knowledge back through these levels, from the abstract level of an 
inscribed policy document, through enactment by and impact on individuals at the policy 
implementation level. 
The policy-as-knowledge-problem dilemma posed in this study is one that faces policymakers 
everywhere. The findings of this study have suggested that constraints on the movement of embodied, 
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enacted, and inscribed knowledge through a policy consultation process are not necessarily that 
different across developed and developing country contexts. However, I would argue that the unique 
challenges facing the mental health care system in South Africa magnify the ramifications of not 
attending sufficiently to the ways in which knowledge contributions are facilitated during policy 
consultation. If it is accepted that policy consultation is important and therefore that contributions to 
these processes should be optimised, then knowledge inputs at the micro level of knowledge 
transformation and transfer need to be better understood. This is particularly important in mental 
health contexts in developing countries because of the complexities of knowledge inputs that 
policymakers must reconcile in formulating locally relevant policies. It is also important because of the 
potential that consultation holds as an empowering or disempowering space for mental health care 
service users.  
If consultation practices do not enable multiple types and forms of knowledges to at least have the 
potential to inform policy  and particularly implementation priorities  then the gap between national-
level processes of decision-making and what happens on the ground will continue to be difficult to 
reconcile, with implications for those providing health care and for those who live with and care for 
people with  it even more 
critical to attend to the way that knowledge is used and moved in developing mental health policies and 
plans. It is hoped that this study has made a contribution towards improving future mental health policy 
consultation processes in South Africa. Implications for practice and recommendations for further 
research are presented below, after conceptual and methodological limitations of this study have been 
discussed. 
5.6 Plausible objections  
I have found it useful to conceive of the study limit  that might be levelled 
against relevant components of the research, on conceptual, pragmatic, and/or methodological 
grounds. On a conceptual level, I have attempted to ensure that the way in which I have understood and 
applied the embodied-enacted-inscribed knowledge framework is an authentic an account of how these 
concepts were originally conceived; I did this by engaging closely with the research that has both 
conceptualised and applied this framework in policy work. Some of the methodological limitations of 
this study and measures taken to offset them have already been discussed in Chapter 3 (methodology) 
when reviewing the trustworthiness of the study. In addition, I consider further potential objections in 
this section.   
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5.6.1 Conceptual limitations 
 The pragmatic paradigm has been criticised for being a catch-all approach that allows 
 I have tried to guard against this by considering 
carefully how it fits with the qualitative case study research employed here, and carefully testing 
and applying the epistemological assumptions of this paradigm at relevant points in the study 
(for example, the development of the research questions, and the interpretation of findings).  
 This study has explored how knowledge moved through a particular consultation process by 
tracing, in-depth, whether and how each individual knowledge input was transferred across 
various points in the process. I have, however, taken care to highlight that it is neither feasible 
nor even desirable to use all knowledge contributions from a consultation event in the final 
policy output. For one thing, credibility of knowledge inputs needs to be established. For 
another, the policy does need to be a broadly applicable directive, and would be based on 
multiple considerations. However, the premise of this study has been that if policy consultation 
is undertaken, this should be done with a genuine intention to attend to and consider 
knowledge inputs during these processes, particularly to avoid it being a tokenistic or rubber-
stamping exercise. 
 
 The national mental health summit followed a specific format: in particular, a more formal, 
academic-style conference style, with plenary sessions and breakaway group sessions. This may 
have offered a somewhat artificial representation of a truly local process in the South African 
context, as in many ways it resembled processes conducted in other (high-income) contexts. As 
such, the insights gained by analysing this process through the embodied-enacted-inscribed 
knowledge framework may not be fully applicable to more locally specific consultation formats, 
such as imbizo, for example. However, this is part of the argument on which this study is based  
that processes need to be designed differently to take both general and local kinds of 
knowledge inputs into account.  
 
 The use of the embodied-enacted-inscribed knowledge framework in some ways assumes that 
those on the ground  whether service providers, service users, or provincial and district 
managers  always have an understanding of possible alternative ways of organising services 
that could improve access to care. However, there are indications, for example, that there are 
negative attitudes towards task shifting that stem from stigmatising attitudes towards mental 
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health service users (Burgess, 2016), rather than the experience that this is necessarily an 
unrealistic policy proposal in practice. It could be argued that uncritically applying the 
knowledge framework to policy consultation in contexts with low levels of mental health literacy 
and high levels of stigma may risk perpetuating such patterns, rather than ameliorating them.  
 
 The study of this policy consultation process could have been approached from a number of 
different angles, using many different lenses. The embodied-enacted-inscribed knowledge 
framework was employed as an analytical lens in this study, thereby drawing clear boundaries 
around what I looked at and how I looked at it. This inevitably limited my interpretations of the 
data to a particular knowledge-based focus, which may have resulted in missing other valuable 
insights that the data may have yielded.  
 Related to this, the way in which I have approached knowledge creation and transfer in this 
study could be argued to be at a somewhat surface or simplistic level. I was aware that my 
particular application of the embodied-enacted-inscribed knowledge framework could be argued 
- retrospective a decontextuali  This 
study did not, for example, consider the ways in which knowledge constructs the social world, 
and how power operates within and through this. However, the aim of this study and of policy 
consultation generally is to capture knowledge in some way so that it might be moved beyond 
the process to have the potential for use. This knowledge lens provides a useful way to start 
thinking about the process. As Freeman and Sturdy (2015a, pp. 2-3) have asserted, this schema 
the way in which it is organised and how this might relate to questions of power and social 
ordering . Their aim with the schema wa Freeman 
& Sturdy, 2015a, p. 8)  the role of 
Freeman & Sturdy, 2015a, p. 14). This is what I have attempted to do in 
the current study, in relation to policy consultation in mental health.  
 
 One of the issues highlighted in this study and confirmed by the findings is the importance and 
yet neglect of creating enabling spaces and processes for the participation of mental health care 
service users in policy consultation. This might have been better contextualised had it been 
discussed in relation to the literature around the participation of people with disabilities more 
generally and how mental health policy consultation processes align with the United Nations 
Convention on the Rights of Persons with Disabilities. This limited the extent to which the 
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ndings could be contextualised and compared across different kinds of 
participatory processes. 
 
5.6.2 Methodological and pragmatic limitations 
 In this study, the limited access that I had to data and information regarding the overall 
consultation process is likely to have limited what could be inferred from the findings. This 
includes not only the limited access I had to reports from the provincial summits, for example, 
but also the limited responses I received in relation to my requests for participants who had 
been involved in the summits to participate in my research. In particular, if I had been able to 
include those who had been instrumental in organising the summits and in developing the 
policy, this would have added value to the findings of this study, as well as the insights that 
could be drawn from it.  
 
 Related to this, the small number of interview participants included in this study has likely 
provided a somewhat limited perspective of the consultation process. It would also have been 
of value to test out with additional consultation summit participants the insights that were 
emerging during the analysis in terms of embodied, enacted, and inscribed knowledge, as well 
as the utility of conceptualising the process in this way.  
 In addition, the retrospective nature of this study did not allow me to go back and test out some 
of the emerging conceptual and pragmatic conclusions being drawn. This will be an important 
recommendation in terms of further research. As such, I had to make inferences about the 
process, and the use and movement of knowledge during it, based largely on the documents 
and transcript recordings from the national summit, which limited what I  about 
the process.   
 
 I believe it would have added value to this study had I been able to delineate the boundaries of 
this case beyond what ultimately ended up being an in-depth analysis of the national summit in 
particular. Tracing further backwards and forwards in time and process from the provincial and 
national summits could have provided a more complete understanding of the movement of 
knowledge through the development of the policy itself. This, in turn, may have shed light on 
some of the findings of the current study, such as the lack of substantive changes between the 
pre-summit and post-summit versions of the mental health policy. This would also have 
provided greater contextual links for the application of the embodied-enacted-inscribed 
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knowledge framework and the broader influences on the use of knowledge in the development 
of the mental health policy.   
 
 Related to the above, a further limitation of the narrow focus of this study on a particular 
mental health policy consultation process is that it precludes comparison across other policy 
consultation contexts and specifically in relation to other kinds of policy  such as other health 
policies, education policies, and so on. This limits the extent to which the conclusions regarding 
how particular forms of embodied, enacted, and inscribed knowledge moved or did not move 
through this consultation process might be applicable to other policy consultation processes. It 
leaves unanswered questions about whether the emphasis on inscribed forms of knowledge at 
the expense of embodied and enacted knowledge, for example, might also be identified in 
consultations around other health policies, or whether this is specific to the mental health 
context and to mental health knowledges.  
 
 A further methodological difficulty in this study was in the coding and comparison across 
documents from more detailed inputs to more general recommendations. This required a level 
 participant contributions to more abstracted generalisations. I 
realised, however, that this was as much a finding as it was a limitation, insofar as it gave me 
insight into the dilemma of reconciling the particular with the abstract facing both Chairs and 
rapporteurs at the summit, as well as policymakers themselves. This dilemma has been 
highlighted throughout this study.   
In the next section, some of these limitations are drawn on in making recommendations for further 
empirical and conceptual work in the knowledge-in-policy and policy consultation fields.  
5.7 Recommendations  
In this study, I undertook to contribute to scholarship on mental health policy consultation, and the 
specific role of knowledge in such processes. In this section, I put forward recommendations, based on 
the findings of this study, to extend that contribution into policy and practice, and to highlight avenues 
for further research.  
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5.7.1 Recommendations for practice  
 
The findings of this study allow me to make some recommendations for how the knowledge problem in 
mental health policy consultation might be addressed in future such processes. In line with how the 
findings have been understood on micro, meso and macro levels, recommendations are made for how 
consultation practices might be adapted at each of these levels to allow for optimisation of knowledge 
and knowledge movement through these processes.   
5.7.1.1   Recommendations at micro/individual level   
 Link explicit (experiential) knowledge claims with policy proposals 
 
On a micro level, we saw how consultation participants made (few) explicit references to experiential 
and evidence-based knowledge which, in turn, may have limited the transfer of embodied knowledge to 
enacted knowledge (and therefore, to inscribed knowledge). The exclusion of embodied experiential 
knowledge at both explicit (few service users) and implicit (few experiential knowledge claims) levels 
was identified as particularly problematic in the context of mental health. As such, it is recommended 
that there needs to be better use of experiential knowledge in consultation. This has implications for 
participants in these processes, as well as for policymakers, as organisers of future consultation events. 
On an individual level, it is recommended that participants make contributions to consultation 
discussions that are explicitly linked to both the content of draft policy documents, as well as to 
knowledge claims that would allow for such contributions to be warranted. Process-related aspects that 
may improve the use of experiential knowledge are outlined further in section 5.7.1.2.  
 Enable greater service user participation  
 
The recommendation to make explicit knowledge claims also has implications for mental health service 
users and service-user advocacy movements in South Africa in terms of capacitating service-user 
participants to engage with the inscribed knowledge of policy and to articulate (enact) their experiential 
knowledge in relation to policy proposals. Findings have also shown that mental health service users 
continue to be under-represented in such processes. Greater efforts must be made in future mental 
health consultation processes to not only include but also enable service users to participate. This 
includes making the necessary resources available to support service-user participants.  
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 Ensure upfront agreement about the enactment and inscription of knowledge contributions 
 
The findings of this study suggest that an emphasis on enacted and particularly inscribed knowledge 
This may have had the effect of communicating to participants that making explicit knowledge claims 
was not permissible. Thus, instructions to consultation participants need to be much clearer and should 
involve greater inputs by participants themselves as to how best to navigate through the intersections of 
embodied-enacted-inscribed knowledge. There should be upfront and explicit agreement on making 
knowledge contributions, as well as how these will be managed and captured during the process. This 
may help to counter implicit sanctioning by participants, as well as by Chairs and rapporteurs, of the 
acceptability of certain kinds of knowledge inputs, or, importantly as shown by this study, certain forms 
of knowledge  specifically, enacted knowledge, as it is more amenable to inscription.   
However, this study has also argued that the onus should not rest with participants to ensure that inputs 
are optimised, particularly in the case of more marginalised groups who may not have the capacity to 
engage with such processes in conventional ways. Requiring participants to professionalise themselves 
and their knowledge inputs risks the loss of important embodied-experiential knowledge that may have 
valuable implications for implementation. Ensuring that the circumstances allow for elicitation and 
enactment of embodied knowledge, as well as for the engagement of different forms of knowledge (for 
linked to the way in which such processes are structured and facilitated. Recommendations regarding 
consultation processes at this meso level, are considered next.  
5.7.1.2   Recommendations at meso-process level   
 Clearly communicate the purpose of the consultation 
The findings of this study suggest that the purpose of the mental health summits may have been more 
to secure endorsement of the draft policy than to enable debate or elicit objections that may provide 
direction for how the policy should change. The availability of a draft summit outcome (declaration) at 
the start of the national summit may have been an implicit communication to participants that the 
outcomes were predetermined. In future consultation processes, the purpose of the consultation needs 
to be clearly communicated to all participants. There were also indications in the findings that the 
purpose of the summit may have been to inform the implementation plan; however, this was also not 
made clear to participants. It is recommended that clarification of purpose in future consultations 
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should thus also include transparency regarding how consultation contributions are intended to be 
used, as well as the limits and constraints on this.  
 Adapt the format of participatory processes to optimise knowledge contributions  
This study has shown that conventional forms of policy consultation may not provide optimal spaces for 
the enactment and inscription of knowledge. Several possible consultation design processes were 
identified in the literature that may optimise authentic engagement, as well as follow-through of inputs. 
The applicability of such processes in low-resource settings would need to be carefully considered. One 
form of participatory process that holds promise is the open-space design format. This can 
accommodate large numbers of people while simultaneously allowing for greater interaction between 
participants, as well as engagement with policy proposals on the table.  
This study has also highlighted the necessity for trained facilitators, who may act as knowledge brokers 
in facilitating engagement between participants with diverse knowledge inputs. However, the findings 
of this study have clearly shown that a critical element of this facilitation is the ability to make sense of 
and capture the detailed inputs that participants make. Such facilitation, then, would be a delicate 
balance between ensuring sufficient opportunities for the enactment of embodied knowledge, ensuring 
opportunities for engagement with inscribed knowledge, and ensuring that the inscribed knowledge 
form adequately captures inputs.  
The use of different forms of knowledge artefacts or boundary objects  such as story boards, concept 
maps, or flipcharts  may be explored here. Together with an open-space design process, these may 
allow for more participants to have greater involvement in the transfer of embodied and enacted 
knowledge to inscribed knowledge which, in turn, can be transferred outside of the enacted space to be 
used by policymakers. They also have the potential to counter some of the abstraction and 
summarisation evident in this study, such that the value of more detailed knowledge is not lost in 
inscription.  
 Implement systematic processes for capturing and transferring knowledge  
Findings indicated that the processes for capturing knowledge contributions during group discussions 
varied widely, with much of what got captured being dependent on individual-level influences. 
Attending to process and facilitation, as discussed above, could go some way towards ensuring that 
inscribed knowledge reflects the voices of those who participated. However, the findings of this study 
also suggest that more attention should be paid to points at which one form of inscribed knowledge 
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(e.g. the group recommendations) is transferred to another form of inscribed knowledge (e.g. the 
summit declaration recommendations). The extent of abstraction and summarisation that occurred at 
these points of inscription was substantial. In addition, there was also no process for documenting how 
decisions were made about what got captured at this more abstracted level. These aspects need to be 
attended to in future consultation events.  
5.7.1.3   Recommendations at macro-process level  
 Ensure stronger links between provincial and national consultation processes 
The findings of this study clearly demonstrate that the link between provincial and national policy 
consultation processes needs to be improved. There was inconsistent follow-through of knowledge 
contributions from provincial summits to the national summit. The likelihood of provincial 
recommendations being heard at the national summit was dependent on the presence of individuals 
who had participated in these provincial events at the national summit group discussions. It also 
depended on the attendance of provincial representatives at the national summit to give feedback. Such 
embodied knowledge is of value; it is also, however, temporary in the sense that it is dependent on the 
presence of individuals to be conveyed. As such, processes for transferring provincial consultation 
outputs to national consultation events need to be more systematically managed. This extends, too, to 
the ways in which provincial feedback is captured during provincial events, as these findings 
demonstrated many inconsistencies in this regard.   
In addition, this study has shown that provinces, like national summit participants, were not consulted 
further on the identification of implementation priorities. This seems to be a significant oversight, given 
that implementation of policies is managed at provincial and district levels. It reinforces the disconnect 
between provincial- and national-level decision-making. There were indications in this study that the 
purpose of the national summit may have been to inform implementation priorities. There were also 
indications that the implementation-related appendices added to the policy following the summit 
captured more of the detailed knowledge from the summit. As such, it is recommended that future 
consultation events be held at more local levels, with the explicit objective of gathering inputs on how 
the policy might work on the ground, and of identifying priorities for implementation that are locally 
relevant and feasible.  
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 Establish mechanisms for feedback  
Following the provincial and national summits, there was no further consultation prior to the adoption 
and roll-out of the policy. This was particularly evident in the lack of further consultation regarding the 
identification of implementation priorities. It is recommended that policy consultation should be viewed 
as a process, and not a once-off event. This would involve establishing mechanisms through which 
ongoing consultation can occur. In terms of consultation on implementation plans and priorities, this 
may be more appropriate at more local (provincial and district) levels. Linked to this, it is also 
recommended that movement of knowledg  to participants in terms of feedback regarding 
how inputs were used in finalising the policy needs to more systematic. Ensuring that systematic record-
keeping processes are in place, as well as processes for providing access to information, could go some 
way towards this.  
5.7.2 Recommendations for further research  
Areas for further research follow automatically from some of the practical recommendations presented 
above. The limitations of this study also point to ways in which future studies may build on and improve 
this research.  
5.7.2.1   Recommendations on knowledge and knowledge transfer 
 Build on empirical work using the embodied-enacted-inscribed knowledge framework  
The embodied-enacted-inscribed knowledge framework has been a useful lens through which to make 
sense of the use and movement of knowledge through a policy consultation process. This study has 
shown that this framework has relevance in an LMIC context, and in South Africa particularly. More 
research is needed to expand on this work. Future research may include qualitative studies which 
explore participants  
consultation in this way in order to optimise contributions. The framework might also be applied to 
other areas of policy work in South Africa, extending, for example, 
policymakers use knowledge in their everyday work. This would allow for an exploration of how 
policymakers utilise and balance multiple (and often competing) knowledge inputs when drafting and 
finalising policy documents. The narrow focus on a mental health policy consultation process, discussed 
as a methodological limitation above, might also be extended in future studies to include comparison 
across different policy contexts  such as other health policies. Findings of such studies could illuminate 
whether the patterns of movement of different forms of knowledge identified in the current study are 
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similar or different in consultation processes around different kinds of policies, which incorporate 
different kinds of knowledge/s.   
 Explore the ways in which participants make knowledge inputs to consultation discussions 
A surprising finding of this study was that consultation participants did not seem to make explicit 
knowledge claims during consultation discussions. In addition, whether such claims were evidence 
based or experiential did not seem to increase the likelihood of uptake. More research is needed to 
explore how participants make contributions during consultation discussions, as well as their 
perspectives on what forms of contribution are perceived to be most valuable or effective. 
Observational research may be of particular value here.  
 Develop credibility criteria for multiple knowledge inputs 
A strong argument has been made in this study for legitimising and using embodied experiential forms 
of knowledge in policy consultation. The value that different types of knowledge (such as evidence-
based knowledge and experiential knowledge) might offer at different points in the policymaking 
process has also been highlighted. It is important, however, to be able to assess the credibility of more 
experiential and practical knowledge forms, while optimising the value they add. Research is needed to 
develop and test possible credibility criteria against which knowledge inputs that have not been 
empirically tested might be evaluated.  
5.7.2.2   Recommendations on policy consultation processes   
 
 Implement and test alternative forms of participatory processes  
An immediate area for further research would be the implementation and assessment of alternative 
forms of participatory processes, such as open-space technology design formats, as well as the use of 
different forms of boundary objects during such processes. I can imagine a model that may be 
developed which employs various strategies to address the gaps highlighted by the findings of this 
study. Some of these strategies have been outlined in section 5.7.1.2 above. Implementing and testing 
this model in various policy areas in a South African context would be a valuable avenue for future 
studies to pursue. In particular, attention could be paid to how such processes might be structured in 
ways that  of policy proposals, towards more explicitly 
identifying implementation barriers and opportunities. This would need to be done with an awareness 
of invited spaces  and invented spaces
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(Cornwall, 2002, p. 17) in South Africa have had on both the public and the decisions that such processes 
have been designed to influence.  
 Explore effects of different consultation processes on mental health service-user participation 
Although the importance of including mental health service users in policy consultations is widely 
accepted, this study suggests that this has not necessarily resulted in practice changes at the level of 
policymaking. This may be, in part, because of difficulties accessing service users and service-user 
groups who may be able to participate in such processes. While clear research exists regarding 
strategies that could be implemented to increase service-user participation in policy development in 
South Africa, much of this focuses on building capacities (on various levels) that empower service users 
to have a stronger voice in such processes. I would approach this from another angle, and explore how 
adapting the format of consultation processes, as outlined above, might in itself provide an 
empowerment-through-engagement opportunity. The feasibility and applicability of this hypothesis, 
however, would need to be empirically investigated.  
 Conduct research into more local-level (provincial and district) consultation processes  
It would have been interesting to explore in this study whether the pattern of knowledge use and 
movement that emerged during the national mental health summit was mirrored at the provincial 
levels. Comparative research might be conducted into this. Of more relevance, however, would be to 
utilise policy consultation processes that are currently being undertaken, or will be undertaken in future, 
to explore differences in knowledge management at provincial and national levels. This, in turn, might 
identify gaps that could be addressed and adapted for local relevance.    
5.8 Conclusion  
This concluding section summarises what has been presented in this chapter. This case study explored 
the movement of knowledge during a mental health policy consultation process in South Africa in order 
to better understand how such processes inform policy. The study has posed and answered key 
questions regarding the role of knowledge in mental health policy consultation in developing country 
contexts.  (2015a) embodied-enacted-inscribed knowledge schema as an 
analytical framework, the study mapped how knowledge moved from the embodied (particular) to the 
inscribed (abstract) through enacted consultative spaces.  
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The findings showed that the consultation process used for the current mental health policy was not 
able to adequately transfer participants' knowledge and experiences into policy outputs. In particular, it 
illuminated the difficulty of moving embodied knowledge inputs to abstracted inscribed knowledge 
without losing much of the contextual value that such embodied knowledge can bring to policy 
discussions. As such, it has suggested that this difficulty of moving from the particular to the abstract is 
mirrored across different levels of the policy development-consultation-implementation process, and, as 
highlighted above, is particularly problematic in mental health and developing country contexts.  
Recognising policymaking and policy consultation as a knowledge problem calls attention to the fact 
that there are multiple knowledge inputs that contribute to policy. Research evidence is one of these, 
which in itself comes in multiple, often competing and contested, forms. Practical knowledge and 
experiential knowledge of those affected by mental illness are others. These are in addition to the other 
knowledge inputs that policymakers must hold and balance in policy decision-making, such as 
international best practices and local feasibilities. Some elements of these knowledges will hold more 
weight than others at different times, in different contexts, and in relation to different policy issues. This 
study is not arguing for privileging or valuing one form of knowledge over another. It is, however, calling 
for closer attention to be paid to how knowledge is used and moved through consultation processes, in 
order to optimise the value of such knowledge for policy and policy implementation. 
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Epilogue: Reflections on the research process
This study centres around the conceptualisation of policy consultation in mental health as something of 
a knowledge problem for policymakers. In parallel, this PhD process has represented something of a 
knowledge problem for me. In relevant sections of this thesis (particularly sections 3.2 and 3.8), I have 
referred to the role of researcher reflexivity in enhancing the trustworthiness of qualitative research. I 
have been explicit about my epistemological position as part of engaging in the epistemological 
reflexivity referred to by Willig (2008). In this section I offer some final reflections regarding how I have 
engaged with the topic (mental health policy consultation) and the methodology, as well as with 
different forms of knowledge over the course of the PhD journey. This is intended to complement 
epistemological reflexivity with what Willig (2008) refers to as personal reflexivity.  
My journey through this research process towards the threshold of doctorateness (Bitzer, 2014, p. 39) 
has been a curious and often conflicted engagement with experiential and evidence-based, and 
embodied, enacted, and inscribed knowledges. As mentioned in section 3.2, my methodological 
experiences at the start of my PhD had been primarily quantitative, which provided a sort of orderly 
comfort in my academic work. In some senses, then, I subscribed qui
evidence-based knowledge and the inscribed forms of knowledge that tend to characterise academic 
work. In contrast, in my professional and personal experiences in the mental health field, I was more 
comfortable with interpretive uncertainties and possibilities. The value of experiential knowledge was 
clearest to me here, in my work as a psychologist and in my own experiences as a mental health care 
service user.   
Throughout this research I grappled with the tension between these different kinds of knowledges  
quantitative and qualitative, abstract and particular, objective and subjective, evidence-based and 
experiential  in 
foreground as a central component of this study. I believe that this shaped the methodological and 
analytical decisions I made along the way, and is demonstrated in the analytical-descriptive way in 
which I have presented the findings, as well as in the application of the embodied-enacted-inscribed 
I came to realise that if I was going to complete this 
doctorate, I had to learn to be okay with sitting somewhere in the middle of multiple  often conflicting 
 knowledges, and to lear  of qualitative data and the uncertainties of 
qualitative, interpretive research. As someone who does not like not knowing, then, this research 
process turned out to be as much a personal transformation through the three levels of reflective 
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learning as this research study itself was positioned: from the factual (content: what) to the interpretive 
(process: how) to the conceptual (premise: why) (Kreber & Cranton, 2000; Mezirow, 1991).  
Finding my own voice as a researcher during this process, and feeling confident in making my own 
legitimate knowledge claims, has been what I have come to see as a site of struggle between embodied, 
enacted, and inscribed forms of knowledge. Learning to trust my own embodied and enacted knowledge 
has been, at times, a painful transformation. I realised that I, too, placed too much emphasis on 
inscribed knowledge  at first, on the inscribed knowledge produced by other academics and then on 
(impatiently) wanting to produce my own inscribed knowledge outputs. Although the knowledge 
appearing on the pages here would be considered explicit, formal, and inscribed, it did not always exist 
in that form. For much of the time spent on and in this research, I was fairly certain that I was empty of 
knowledge, unable to internalise the knowledge of others that I was reading or to connect with my own 
ideas about what I was coming to know. At times it felt as though I would never be able to speak or 
write with any authority on my own research topic. As it turns out, I had more than enough to say, but 
the source of that knowledge remains a somewhat enigmatic mix of its embodied, enacted, and 
inscribed forms.   
At the end of this research journey, I find myself again (still, perhaps?) in the uncomfortable position of 
not knowing. Based on what I found in this study, I am more convinced than ever of the importance of 
attending to and capturing the embodied experiential knowledges of mental health service users and 
practitioners, among others, in mental health policy consultations. I have been able to make some 
practical recommendations regarding how to go about doing this in future consultation processes. In 
many ways, however, the findings seemed to highlight gaps as much as they illuminated solutions. On 
the threshold of doctorateness, then, I can perhaps put my hands on [my] hips as a researcher (Kamler 
& Thomson, 2014, p. 34) and position myself with more certainty as an embodied knower, while fully 
aware that the translation of that embodied knowledge into enacted and inscribed knowledge will 
always only be impartial and incomplete, open to the possibility of both confirmation and contradiction 
in interpretation.  
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Appendix 1: Information and consent sheet for interview participants 
Date: 
 
Dear (name to be completed upon identificat  
My name is Debbie Marais, a PhD student in the Department of Psychiatry at the University of KwaZulu-
Natal (tel: 082 938 8378, email: debraleighmarais@gmail.com). My supervisor is Prof Jonathan Burns 
(tel: 031-260-4321, email: burns@ukzn.ac.za).  
 
You are being invited to consider participating in a study that involves interviews to explore assumptions 
underpinning the policy making process for mental health, and to identify the types of knowledges that 
get privileged over others in evidence-based policy making. The aim and purpose of this research is to 
explore the process of policy making in mental health in South Africa (including the national mental 
health summit at which you represented your organisation) and the approach that the new policy takes 
towards mental health care. The study is expected to enrol between five and eight participants who 
have been purposively selected b
mental health policy and their inputs into this policy.  
The study will involve an interview with you, either face-to-face or telephonically. Interviews are 
expected to take approximately an hour and, with your permission, will be recorded on audiotape for 
transcription and analysis. At your request, I will send you an overview of the policy document to serve 
as a refresher of its content, prior to our interview. A research assistant will be employed to assist with 
transcription of the interviews. No identifying details will be given to this assistant. Transcripts will be 
given identifying codes (linked to your demographic details but not to your name) and will be securely 
stored. Electronic records will be password protected.   
Your participation in this study is entirely voluntary. Should you choose to participate in this study, you 
will be free to withdraw from the study at any stage. The study is considered to be of relatively low risk: 
no direct risks or potentially harmful consequences of participation in this study are anticipated. The 
only anticipated cost to you for your participation will be your time. No remuneration will be offered. 
There will be no direct benefits to you as a result of your participation. However, an account of how 
certain types of knowledge (evidence) are prioritised in the policy making process may yield 
those engaged in the research-policy interface.   
There may be publications or conference presentations that result from this research. To ensure 
confidentiality, you will be assigned a pseudonym when referring to you in the text of this study report. 
As such, no information that might result in you being identified will be included in this thesis, or any 
future publications, presentations or reports that result from this research. However, because this is a 
qualitative study, there is the possibility that you could be identified by yourself or a third party on 
reading the thesis or subsequent publications, based on excerpt statements made by you. Furthermore, 
due to the limited number of participants who could be interviewed for this research, you may be 
361 
identified due to your role or involvement in policy decision making. The risk to you should this occur is 
considered to be minimal. 
Cross-checking the written transcript of your interview with you is considered an important part of 
ensuring credibility of the research results. This will give you the opportunity to refute any inaccurate 
portrayal of your statements.   
This study has been ethically reviewed and approved by the UKZN Biomedical Research Ethics 
Committee (approval number BE276/12). In the event of any problems or concerns/questions, you may 
contact the researcher, Debbie Marais, by telephone (082-938-8378) or email 
(debraleighmarais@gmail.com), or the UKZN Biomedical Research Ethics Committee, contact details as 
follows:  
BIOMEDICAL RESEARCH ETHICS ADMINISTRATION 
Research Office, Westville Campus 
Govan Mbeki Building 
Private Bag X 54001  
Durban, 4000 
KwaZulu-Natal, SOUTH AFRICA 
Tel: 27 31 2604769 - Fax: 27 31 2604609 
Email: BREC@ukzn.ac.za  
------------------------------------------------------------------------------------------------------------------ 
CONSENT  
I, ______________________, have been fully informed about the study entitled, A critical interpretive 
analysis of evidence-based policy making in mental health, by ___________________. 
I understand the purpose and procedures of the study.  
I have been given an opportunity to ask questions about the study and have had answers to my 
satisfaction. 
I declare that my participation in this study is entirely voluntary and that I may withdraw at any time 
without any undue consequences to myself. I understand that my interview will be audio-taped for 
transcription and analysis. I understand that my responses will, as far as possible, be kept confidential. I 
am aware that I may be contacted by the researcher, Debbie Marais, following my interview, to cross-
check the accuracy of my responses as recorded on the interview transcript.  
If I have any further questions/concerns or queries related to the study I understand that I may contact 
the researcher, Debbie Marais, by telephone (082-938-8378) or email (debraleighmarais@gmail.com). 
If I have any questions or concerns about my rights as a study participant, or if I am concerned about an 
aspect of the study or the researchers then I may contact: 
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BIOMEDICAL RESEARCH ETHICS ADMINISTRATION
Research Office, Westville Campus
Govan Mbeki Building 
Private Bag X 54001  
Durban  
4000 
KwaZulu-Natal, SOUTH AFRICA 
Tel: 27 31 2604769 - Fax: 27 31 2604609 
Email: BREC@ukzn.ac.za  
____________________      ____________________ 
Signature of Participant                            Date 
____________________   _____________________ 
Signature of Witness                                Date 
(Where applicable)      
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Appendix 2: Interview schedule 
A. PROCESS OF POLICY DEVELOPMENT  
1. Explore what they know about the process of formulating the draft policy pre-consultation  
who was involved, what the impetus was, who drove the process, what is was based on etc. 
 
2. What was your experience of the consultation process around the development of this policy?  
 
 Explore how they came to be involved 
 Explore which summits they attended  if they did not attend provincial / national, why 
not 
 
3. How representative did you find the summit/s?  
 
4. How much influence do you feel the debates and consultations around the policy had on its 
content? 
 
5. What would you have changed if you were in charge of the policy development process? 
 
B. CONTENT OF POLICY 
: 
6. How do you see the problem of mental health as compared with other health problems in the 
country?  
 
7. How much of a priority is do you think mental health is for government?  
 
8. There are a lot of social and other factors that impact on mental health in this country. What do 
you see as the most significant causes or risks of mental ill health?  
 
9. [What do you think are the greatest needs of users of mental health services?] 
10. What do you think are the major issues (/ problems) that this policy seeks to address? 
 
11. From what you know about the policy, does the policy represent a major shift from previous 
approaches to MH in South Africa? In what ways? 
 
12. What do you see as the biggest positives of this policy? (or the mental health care approach 
being adopted in this policy  i.e. deinstitutionalisation and integration into primary health care) 
 
13. What do you think are the gaps in this policy?  
Prompt: are there any perspectives that you think might be missing / not sufficiently covered by 
the policy / approach to MH?  
14. What challenges do you anticipate in the implementation of this policy? 
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Appendix 3: Requesting summit records: Issues of transparency (publication)
The role of access to information in enabling transparency and public participation in governance: A 
case study of access to policy consultation records in South Africa 
Citation: Marais, D.L., Quayle, M., & Burns, J. (2017). The role of access to information in enabling 
transparency and public participation in governance: A case study of access to policy consultation 
records in South Africa. African Journal of Public Affairs, 9, 36-49.  
Abstract 
The operationalisation of good governance principles such as transparency and public participation 
depends largely on the degree of access that citizens have to government information. This paper is 
based on the notion that citizens should be informed about what government is or does (transparency) 
and provided with sufficient opportunities to influence this (public participation). Both of these depend 
on the provision of reliable information before, during and after policy consultation. The paper explores 
how transparency may be operationalised through access to information and how this is implemented in 
South Africa through the Promotion of Access to Information Act. It then focuses on policy consultation 
as a mechanism for government transparency that can only function adequately if the public has access 
to information concerning both the policy and the consultation process. This case study documents an 
attempt to obtain records concerning public consultation on mental health policy from a number of 
South African government departments. Findings suggest that access to information is variably applied 
across national and provincial Departments of Health, and that legislation regarding the transparency of 
policy consultations appears contradictory. Based on these experiences, we reflect on potential tensions 
between the accountability and transparency functions of access to information and public participation 
in policy making (vis-à-vis policy consultation), and how these tensions can obstruct public participation. 
We recommend that guidelines be established regarding systemic procedures for taking and keeping 
records on public consultations.  
Keywords: access to information, transparency, public participation, policy consultation, South Africa 
Introduction 
In recent years, the manner in which government interacts with its citizens in the performance of 
governmental duties and administration has been an increasingly contentious issue in South Africa 
(Netswera & Kgalane, 2014). Globally, this is matched by calls for greater government transparency, 
accountability, and citizen engagement through participation and inclusion as fundamental principles of 
good democratic governance (Abelson & Gauvin, 2004; Cloete & Auriacombe, 2007; Siddiqi et al., 2009). 
Varying degrees of emphasis have been placed on each of these good governance principles with 
respect to their role in building public trust (Grimmelikhuijsen, 2012; Wang & Van Wart, 2007). While 
frequently presented as a unified agenda, there are underlying tensions when applying these values in 
practice, as they compete with one another for attention and resources (Carothers & Brechenmacher, 
2014). In this paper, transparency and public participation are de-linked from accountability in order to 
treat the former principles as essential elements for public trust in their own right. In our view, 
accountability introduces an element of evaluation (for example, to requests for access to government 
information) that may serve more to obstruct than facilitate the realisation of transparency and public 
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participation. This paper documents a process of attempting to obtain records concerning public 
consultation on mental health policy from a number of South African government departments and, 
based on these experiences, reflects on potential tensions between the accountability and transparency 
functions of access to information and public participation in policy making  vis-à-vis policy 
consultation.  
The operationalisation of good governance principles such as transparency and participation depends 
largely on the degree of access that citizens have to government information. Citizens need means to 
engage with governments and to assess, through access to relevant and timely information, the extent 
to which governments are performing the responsibilities of public office effectively and efficiently. If 
governments are to be transparent about how and why decisions are made, they need to both give 
citizens the opportunity to contribute to the process, and provide relevant information regarding those 
decisions. In particular, democratic policy making should be conducted transparently (Cloete & 
Auriacombe, 2007; Head, 2010) and should allow opportunities for the public to contribute to those 
policies (Mutula & Wamkoya, 2009). Our premise in this paper is based on the idea that public trust will 
be compromised if citizens do not know what government is or does (transparency) and are not 
provided with sufficient opportunities to influence this (public participation). Both of these rely to a 
certain extent on the timely and reliable provision of information about policies and policy making 
processes.      
Literature review  
 
Operationalising transparency vis-à-vis access to information 
In assessing transparency vis-à-vis access to information, one needs to consider both the nature of the 
information itself  relevance, quality, consistency and so on  as well as the conditions surrounding the 
provision of such information, including the processes and procedures for recording, storing, granting 
access, and retrieval. This requires governments to have both the will and the capacity to keep 
appropriate, reliable records, and to respond to and process requests for such records in a timeous 
manner. If any of these elements are not present, the potential for transparency is weakened. Irrelevant 
information can mask important issues and may divert attention away from critical issues, while 
information that is incomplete or of poor quality can erode confidence in the validity of the information 
provided (Cloete & Auriacombe, 2008). The manner and consistency with which the information is 
compiled also impacts on the reliability and quality of such information. Information regarding a 
consultation process, for example, should be comprehensive enough for the reader to determine how 
and why decisions resulting from such a process were made. Furthermore, if governments are unable to 
trust in government (Wamkoya, 2012). In summary, the usability of information is largely dependent on 
the nature of the information (Cloete & Auriacombe, 2007), as well as on how governments are able to 
manage such information and to process requests for this information. 
An important first step towards operationalising transparency is drafting and implementing freedom of 
information legislation. In South Africa, the right of access to information is enshrined in the 
Constitution of the Republic of South Africa (Republic of South Africa, 1996) and enacted through the 
Promotion of Access to Information Act (PAIA) (Republic of South Africa 2000). The PAIA sets South 
Africa apart by making it one of the first and few countries in Africa to have access to information 
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legislation (Wamukoya, 2012). Since the implementation of PAIA in 2002, however, various reports 
documenting requests for information under PAIA have highlighted a number of weaknesses in both the 
capacity and willingness of government departments to implement it (see, for example, Cloete & 
Auriacombe, 2008; Darch & Underwood, 2005; Harris, 2004; McKinley, 2003; ODAC, 2003; Peekhaus, 
2011; SAHRC, 2003, 2009). Many bodies  both public and private  have neither the resources nor the 
capacity to carry out the obligations required by PAIA. However, notwithstanding the obvious 
insufficiencies in institutional resources, capacity to comply and willingness to comply have tended to 
become confounded, such that "a secretive civil servant can credibly claim a lack of resources as a 
strategy for the effective denial of access" (Darch & Underwood, 2005, p. 78). A number of bureaucratic 
tactics may be employed to thwart public access to information, including outright refusal to deal with 
such requests to begin with  what the Open Democracy Advice Centre refers to as "mute refusal" 
(ODAC 2003, p. 1). ODAC's (2003) monitoring study of PAIA revealed that over half of requests for 
information were simply ignored. This occurs in a context of lack of buy-in by senior management to the 
principles and spirit of PAIA, which Peekhaus (2011, p. 544) argues has resulted in "the internalisation of 
a mindset among some personnel that equates information sharing with risk and vulnerability for their 
 
This may in part be because the way in which we talk about access to information is by linking 
transparency with accountability, such that public officials may find themselves unable to be 
transparent without some sense of being evaluated or criticised. (Through Google searches on 
25/09/2015, it was established that transparency co-occurs with the word accountability about 10% of 
the time when the search is on international sites. When the search is restricted to .za domains (South 
Africa), this percentage jumps to 50%. On .gov.za searches (South Africa government websites), 
transparency co-occurs with accountability up to 75% of the time). Invoking legislation such as PAIA may 
be seen as the sanctioning mechanism that could trigger accountability concerns, even when such 
requests are made in the interests of enhancing public participation. Such suspicion and distrust has 
resulted in the widely held idea  and practice  that "mere suspicion on the part of an information 
(Nassimbeni, 2005, in Darch & Underwood, 2005, p. 82). This occurs despite that fact that, at least in 
requests for public records, the Act is clear that the reasons for such requests should not influence 
granting of access. Where state suspicion about the use of information against the government takes 
precedence over the right of the public to access to information, it is likely that requesters may be put 
hostile response (Dick, 2005; Open Society Justice Initiative, 2006; Peekhaus, 2011). This leaves citizens 
in a situation where invoking PAIA may get a negative response, if any response at all, while not invoking 
PAIA to request information may similarly receive a negative or non-response, with no recourse to 
appeal.        
The PAIA distinguishes between access to records held in a public capacity versus those held in a private 
capacity, thereby imposing more stringent standards of transparency and accountability on the public 
sector (Bosch, 2006). Importantly, this distinction also removes the obligation on those seeking 
information from the public sector to justify such requests for information (Cloete & Auriacombe, 2008; 
Peekhaus, 2011). There are of course grounds for public officials to refuse requests for information; 
PAIA outlines a number of such conditions, including protection of privacy of a third party (private 
person), protection of certain records of the South African Revenue Service, protection of the safety of 
individuals or property, and defence, security and international relations of the Republic (PAIA, 2000). In 
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addition, PAIA very clearly states that, regardless of the reasons for refusal of a request for information, 
this must be communicated to the applicant (PAIA, 2000). While it is expected that there are reasonable 
conditions under which refusal to grant access to information may be warranted, section 44 of PAIA, 
Operations of Public Bodies, under Grounds for Refusal of Access to Records, is perplexing. This section 
states th
including, but not limited to, minutes of a meeting, for the purpose of assisting to formulate a policy or 
(Republic of South Africa 2000, p. 36). This seems to suggest that requests for access to records of public 
consultations about public policies may be refused. Given that public participation in government 
decision making is actively pursued by the South African government (see further discussion on this 
below), and given that public consultations are a means of increasing government transparency in policy 
making, this clause seems controversial. If records of public consultations by public bodies regarding 
public policies are not available to the public, it raises questions around what is meant by public and 
what is meant by consultation. Inclusiveness, shared responsibility, openness throughout the process, 
access, transparency, and respect for public input are also principles behind public consultation in South 
Africa (De Villiers, 2001, pp. 159-160). And yet, the PAIA clause regarding access to records of public 
consultation seems contradictory to these principles. It is necessary to therefore briefly consider the 
place of public participation in South Africa.    Reviewers comment: More explanatory literature need 
to be infused. Deal more with the FOI ACT and expand 
Operationalising transparency vis-à-vis public participation in governance through policy consultation 
Policy consultation and public participation in political decision making are ways in which governments 
can ensure transparency (Abelson & Gauvin, 2006; OECD, 2010). Understandings of public participation, 
and corresponding methods of engagement, vary widely (for typologies of public participation, see 
Coleman & Gotze, 2001; Rowe & Frewer, 2005; Shipley & Utz, 2012). If public participation is 
understood as information provision, examples include access to public records and government 
gazettes; if public participation is understood as consultation, examples expand to more two-way 
processes such as inviting commentary on draft legislation or public opinion surveys (Coleman & Gotze, 
2001). Each of these approaches relies to a greater or lesser extent on the exchange of information 
(Rowe & Frewer, 2005). To adequately assess, therefore, whether and how public perspectives informed 
policies, and whether the process was open, transparent and inclusive, it is critical to have a paper trail 
regarding how these decisions were made and how the public was consulted. Whether the goal of 
public engagement is information provision or inviting public deliberation to prioritise policy options, it 
is generally accepted in democratic societies that citizens need to be fully informed about both the 
decisions that affect them and the way in which those decisions were made (Rowe & Frewer, 2000). The 
International Association for Public Participation (IAP2, 2007) has put forward a set of core values that 
underscore public participation. These are listed in Table 1. Implicit in these values is the assumption 
that public involvement in, for example, policy decisions, can only be fully realised if participants have 
access both to the decision-making process and to the decisions made during those processes. This 
implies that transparency is central to public participation and, ipso facto, that the processes through 
which policies are developed and consulted on are documented in clear and accessible records. 
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Table 1: IAP2 Core Values of Participation (IAP2, 2007) 
South Africa is a representative democracy that also espouses in its Constitution (Republic of South 
Africa 1996) the principles of participatory democracy  the right of citizens to influence government 
decisions. Parliament and the nine provincial legislatures are constitutionally mandated to elicit public 
participation in decision-making and policy processes (Buccus & Hicks, 2011). The South African 
government has thus explicitly recognised public participation as critical at all levels of government 
(Nyalunga, 2006). The National Policy Framework for Public Participation (Department of Provincial and 
Local Government, South Africa, 2007) broadly outlines the rationale for public participation and 
provides guidance specifically for local government (wards and municipalities) to involve communities in 
decision making. This Framework draws on the White Paper on Local Government (Republic of South 
Africa, 1998), which is based on Batho Pele (People First) principles, including making local government 
more accessible and accountable to communities, and providing meaningful and relevant information to 
the public on a continuous basis (Arends, 2011). Indeed, a publication produced by Parliament regarding 
crit
 
And yet, the PAIA grounds for refusing requests to access information about public consultation seem to 
contradict the values of public participation espoused in the Constitution and other legislation. Perhaps 
this is because the public has not been clearly defined when speaking about public participation (Florin 
& Dixon, 2004), or perhaps it is because the definitions of and rationale behind public participation are 
not clearly articulated (Conklin, Morris & Nolte, 2012). While public participation is taken up as a value 
goal, its realisation in practice  such as through accessing information about policies and policy 
consultation processes  does not seem to be followed through. Consultation should not stop at 
consultation events: citizens should be able to comment on policy drafts that consolidate the input from 
such forums so that consultation moves from once-off event to ongoing process of engagement (Cook, 
2002). But, in South Africa at least, there seem to be no policies or guidelines for public officials 
organising these consultation processes regarding how the consultation should be recorded, what form 
these records need to take and how they should be stored, and how access to such records should be 
managed. 
1. The public should have a say in decisions about actions that could affect their lives. 
 
    decision. 
3. Public participation promotes sustainable decisions by recognizing and communicating the 
    needs and interests of all participants, including decision-makers. 
4. Public participation seeks out and facilitates the involvement of those potentially affected 
    by or interested in a decision. 
5. Public participation seeks input from participants in designing how they participate. 
6. Public participation provides participants with the information they need to participate in a     
    meaningful way. 
7. Public participation communicates to participants how their input affected the decision. 
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Ultimately, records management and access to information is critical for government transparency, 
which in turn is central to the realisation of good governance. In the case of South Africa, the 
operationalisation of transparency through enabling access to information has had limited success. 
Furthermore, while public participation in policy making is promoted in South Africa at all levels of 
government; legislation regarding the transparency of the policy consultation process appears 
contradictory. What follows is a case report documenting efforts to obtain records regarding a policy 
consultation process. It demonstrates, among other things, a lack of consistency in how government 
departments are giving effect to the principles of transparency and public participation. 
Background to request for records on policy consultation 
epartment of Health, 
2013), following a lengthy policy development process. Early in 2012, the Department of Health (DoH) 
asked each of the nine provinces to hold provincial mental health summits to get stakeholder input on 
the draft mental health policy document. These discussions would feed into a national mental health 
summit, which would ultimately inform whether any substantive changes should be made to the draft 
policy. The consultation process culminated, in April 2012, in the national mental health summit, where 
delegates gathered over two days to discuss the draft policy and make recommendations. At the end of 
the national mental health summit, a declaration was issued which contained the recommendations 
from the two-day discussions, following which a task team was established to work on finalising the 
mental health policy and eight point strategic plan that were adopted in October 2013. 
In May 2013, as part of a study that set out to show what lines of evidence were taken up into policy via 
the consultation process, we sent requests for the records, minutes or transcripts from each of the 
provincial mental health summits held in 2012. They were addressed to the relevant DoH managers in 
each province. We also requested the transcripts or records of the national mental health summit from 
the National Department of Health. Notably, one of the authors who sent the requests had been a key 
role player in a provincial mental health summit and had a history of engagement with the National DoH 
on mental healt
response to the requests. 
Findings: A case study of requesting policy consultation records 
As public consultations, both the provincial and national summit proceedings could be considered public 
record. It would therefore seem a reasonable expectation that the reports or transcripts from these 
summits to be available to a member of the public upon request. However, when requesting these 
records from the nine provincial Departments of Health, we found that there was a large degree of 
variability in terms of how willing provinces were to share this data, as well as the format in which this 
data was presented. While none of the provinces explicitly refused to release their summit records, we 
were unable to directly obtain summit reports or transcripts from five of the nine provinces. Among 
these five provinces, responses ranged from silence or non-responsiveness, to wariness about what we 
were going to do with the data, ultimately resulting in no records being released. In addition, the 
inconsistencies in record keeping across provinces, as evidenced by those provinces that did send 
summit records, can be considered a potential limitation to access to information and transparency. 
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Of the nine provinces, four (Province A, Province B, Province C and Province D) provided some form of 
record of their provincial mental health summit. Provinces A, B, and C sent these records upon request, 
with no questions about how the data would be used beyond what was explained in the request for 
The Department agrees to make copies 
 made 
available for the research
response. We responded to ask for clarification about the issue of classified information, stating that, as 
far as we were aware, the summit proceedings were in the public record. We were then referred to the 
written report, but did not send any direct record of the proceedings. 
The ways in which the summit proceedings had been recorded also differed from one government 
department to the next. Provinces A and D submitted full written reports of the summit, while Province 
A also sent some presentation slides and published papers which appeared to have formed part of the 
breakaway group discussions at the summit. Province C sent presentation slides, which seem to have 
accompanied an oral report-back of the summit. Province B sent seven compact discs on which the 
audio recordings of the whole provincial summit were saved, as well as written declaration that resulted 
official levels and the entire audio recordings of the two-day national mental health summit were sent 
to us on an external storage device. Notably, in the cases where full audio recordings of the summits 
were received, the requester had either been instrumentally involved in the organisation of the relevant 
summit or had pre-existing collegial relationships with those to whom the requests were sent. 
The remaining five provinces had varying responses to our requests for summit records. Two  Province 
H and Province I  were completely unresponsive (non-response by silence, or mute refusal), despite 
multiple attempts to make contact with the DoH managers. Province F sent a written response at first, 
the report is in its initial draft stage as it is being considered and engaged upon by the 
Executive Management of the department. Once that process is concluded, it will be released for your 
consumption
year after both the provincial and national summits had been held. Despite further attempts to request 
the report from Province F, no further responses were forthcoming. The two remaining provinces, 
Province E and Province G, seemed somewhat protective of the data we had requested. At first, 
Province E acknowledged receipt of our request in writing. Then they wr a copy of the 
Department and we need to submit all relevant documents to them
a reasonable request, it is unclear why this would be necessary if the summit records were part of public 
record and any member of the public would have access to them under the Promotion of Access to 
Information Act. Despite submitting the requested research proposal and attempting to make further 
contact, we did not receive any summit records from Province E. The response from Province G was 
similar. They telephonically requested the research proposal. After sending the proposal, further 
attempts to obtain the summit records were met with no response. Table 1 below shows the variation in 
responses to the request for summit records across provinces, as well as variations in the format of the 
five records that were submitted. 
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Table 2. Provincial responses to requests for summit records in the present study 
Province Initial response Final response Summit 
record sent 
Province A Sent the summit record.  Y 
 
Province B Sent the summit record. 
 
 Y 
Province C Sent the summit record. 
 
 Y 
Province D Agreed but would not release 
 
Referred to relevant 
directorate, which sent the 
summit record. 
Y 
Province E Acknowledged receipt. Requested research 
proposal. No further 
response. 
N 
Province F Responded that report was 
still in draft stages. 
No further response. N 
Province G Acknowledged receipt. Requested research 
proposal. No further 
response. 
N 
Province H No response. 
 
No response. N 
Province I No response. 
 
No response. N 
Discussion 
The case study above demonstrates that access to information seems to be variably applied across 
different government departments in South Africa. Responses ranged from complete transparency 
through full disclosure, to absence of transparency through silence, with wariness or suspicion 
occupying the middle ground. It is possible that the level of access granted was at least partly influenced 
our requests. Further, the contrast between the accesses we were granted at national level compared 
with that of many provincial departments suggests that it is not the case that we were unable to obtain 
consultation records due either to not explicitly invoking PAIA or due to the clause in PAIA allowing for 
refusal of requests for such records. Our experience is consistent with a number of issues identified by 
previous research in implementing PAIA, including lack of access due to poor capacity to comply and 
lack of access due to ambivalent willingness to comply. In our case, for example, non-response through 
silence (mute refusal) could be interpreted in at least two ways. One is that some government 
departments do not have the administrative infrastructure for dealing with requests for information in 
terms of having dedicated contact persons and systems for dealing with such requests. Lack of response 
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may, in this instance, simply have been a case of our requests falling through the cracks. The second 
possibility is that an unwillingness to share information is cloaked in failures of administrative process 
through non-response. As the requesters of information, it is not possible to know which of the reasons 
behind non-response were in operation. Given the veiled references to information being protected or 
classified, however, it is not unfeasible to imagine that non-response was an act of obfuscation. The 
implications of lack of capacity-related non-response and of deliberate non-response are briefly dealt 
with below. 
Challenges with respect to administrative capacity in relation to granting access to information have 
been well documented (Darch & Underwood, 2005; Dick, 2005; ODAC, 2003; Peekhaus, 2003). In 
relation to non-response due to (inferred) lack of capacity, if a response to request for information is not 
received within a certain time period, the (non) response is nonetheless classified as a refusal to said 
request (Section 27, PAIA). 
option of simply ignoring certain requests and gives lie to one 
 In 
addition, the nature of received records themselves was inconsistent in this case, showing lack of 
uniformity in how public consultation proceedings are documented. This suggests that administrative 
processes that should facilitate access to information may actually serve to hinder transparency. 
Keeping good records and good record keeping practices, for example, are as important to access to 
that is recorded, the realisation of the right of access to that information requires that people know 
what records are in the custody of public and private bodies, that the records are properly kept and that 
 
The records requested in this case were of a public consultation process regarding a draft mental health 
policy that had been circulated in the public domain. It is difficult to see how such records could be 
considered sensitive or classified information, particularly given the full access granted at national level, 
which technically should have included report backs from each provincial mental health summit. And 
yet, in some departments there seemed to be a perception that the public is not to be trusted, and that 
government information  or perhaps government processes  might be scrutinised and potentially 
criticised, demonstrating that transparency is being confounded with accountability. This confirms other 
uncertain whether he may disclose the information, he would look for loopholes not to disclose the 
 
This is in stark contrast to the willingness of the National Department of Health and some provincial 
departments to provide full disclosure of information. The hesitation on the part of other provincial 
departments, or unwillingness by non-response if these are read as obfuscation, is therefore puzzling at 
best, and concerning at worst. It raises questions regarding whether the holder of information about an 
ostensibly public and transparent decision-making process should be able to withhold such information 
and, by extension, to withhold such information on the basis of what it will be used for. PAIA is very 
clear that the right of access to information should not be influenced by any reasons the requester gives 
for requesting access or by the beliefs of the government official dealing with the request regarding 
Kinley, 2003). This raises further questions regarding whether 
transparency should be dependent on what the information is going to be used for, and, ipso facto, on 
the requester being required to justify the need to have access to public information. It also begs the 
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question of what kind of use would be considered a justifiable cause for withholding information. In our 
view, it is controversial to suggest that the condition that it is a record from a public consultation as 
grounds for refusal can be appli
commitment to public participation at all levels of government decision making. 
In practice, then, transparency through access to information neither lives up to democratic ideals nor 
matc
implementers will determine whether the PAIA becomes a paper tiger or a genuine mechanism for 
on citizens being informed about decisions taken within and about the policy process, the ideals of 
citizen engagement, in this case at least, have been inconsistently realised. If holding public forums to 
consult the public about government decisions is one way of operationalising transparency in policy 
making, then not being transparent about what happens at those public forums seems to contradict at 
least one objective of such engagement. If government is committed to engaging with its citizens in this 
way, it is at least necessary to create an enabling environment for the public to access relevant 
information about decisions that goes beyond legislative mechanisms. Without adequately involving the 
public in a democratic and transparent way in the formulation of policies, the implementation of such 
policies is likely to be compromised. 
Conclusion 
This paper has considered how a lack of transparency through inadequate access to information can be 
at odds with the rationale for public participation. One follow-through from policy consultation is that it 
should be part of the public record, and the public should have access to it. If not, it simply becomes a 
discussion behind closed doors: if you were not present, you remain unaware and uninformed unless 
and until the final outcome of that discussion  the policy itself  is released. Because the process is lost 
from public record, there is no trail between policy consultation and policy promulgation, and therefore 
no way to assess whether the consultation process and the decisions resulting from it were fair, or to 
what extent the consultations informed policy. In our view, this renders the consultation process 
incomplete. At the very least, guidelines need to be established regarding systemic procedures for 
taking and keeping records on public consultations, in addition to existing guidance on how to engage 
the public in those consultations. Transparency is a critical element here, and access to information is 
one step towards realising this pillar of democracy. 
The issues considered in this paper are part of a broader question about what public participation is and 
does in the context of democratic policy making. We acknowledge that public consultation is more than 
merely a rational process of information exchange or access, and that transparency is only one factor 
that might be used to evaluate the success or failure of such a process. Impact on policy is certainly 
another, as is the intrinsic value for those participating in such a process. Although the inconsistent 
nature of and access to records generated from the consultation process is certainly problematic, this by 
no means implies that the policy that came into effect following these consultations is in any way sub-
optimal, nor that the government departments responsible for implementing the policy are not 
committed to the task. Once again, transparency is separated here from accountability  the absence of 
one does not automatically negate the other. The lack of transparency in this instance does make it 
difficult, however, to assess the degree to which the policy consultations across the nine provinces were 
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truly participatory or merely a form of rubber-stamping on a policy that had already been finalised. It 
seems reasonable to conclude, then, that for public participation to be a mechanism for government 
transparency, the public participation process should itself be transparent. As South Africa continues to 
face challenges in transforming into a healthy democracy, public participation processes have an 
engaging openly and transparently with its citizens regarding decisions that affect them. 
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Appendix 4: Coding frameworks
 
Theme Coding rule / definition  
Prevention & promotion All references to the promotion of mental health and prevention of 
mental illness, including risks, early detection and screening, and a 
developmental approach to mental health  
Monitoring & evaluation All references to the monitoring and evaluation of mental health care 
services, including information systems and mental health indicators, 
as well as surveillance and monitoring of mental health conditions  
Mental health systems Reference to the broader mental health system, including any 
elements relating to primary health care reengineering, community-
based care, and integration of mental health into primary health care. 
This code did not include tertiary-level, hospital-based services, which 
were instead coded under infrastructure or Mental Health Care Act 
implementation, due to the extensive reference to regulations and 
conditions for hospital-based services in the Act  
Human resources  All references to staffing and human resources, whether specialist or 
generalist, including capacity, training, supervision, and task shifting  
Infrastructure All references pertaining to mental health infrastructure, including 
community-based facilities, but particularly tertiary-level hospital 
services, as well as building and infrastructural requirements for 
adequate provision of mental health care  
Research  All references to mental health research, including research priorities, 
research funding, human resources or capacity for research, evidence 
and data on mental health resulting from research 
Advocacy & user participation All references to advocacy relating to mental health, and with and for 
mental health care users, promoting self-help and user representation, 
participation and advocacy, as well as implementing a recovery 
approach. References to stigma and increasing mental health literacy 
and awareness raising were also included in this code 
Culture & mental health  All references to culture, cultural or cross-cultural perspectives, 
including traditional and indigenous healing, and language issues  
Mental Health Care Act 
implementation 
All references pertaining to the implementation of regulations laid out 
in the Mental Health Care Act. This primarily included reference to 
hospital-based services, 72-hour and involuntary admission, as well as 
responsibilities of various sectors in implementing the Act 
Mental Health Review Boards  Relating to, but coded separately from, the Mental Health Care Act 
implementation, this code included all references to the establishment 
and functioning of Mental Health Review Boards  
Suicide prevention All references to suicide and suicide prevention, including incidence, 
prevalence and definitions, risks, stigma, advocacy, and prevention 
efforts  
Medicines, equipment & 
protocols 
All references to psychotropic medication (including availability, 
supply chains, and essential medicines list), psychological equipment, 
and protocols for the screening and identification of mental disorders 
and provision of mental health care  
Governance All references to governance of mental health at national and local 
levels, as well as issues relating to coordination, managerial capacity 
and resources for policy development and implementation  
Intersectoral collaboration All references to the intersectoral involvement and collaboration 
around mental health, including (but not limited to) the Department of 
Education, Department of Social Development, Department of Justice, 
and South African Police Services  
Funding All references to the financing of mental health services, including 
budgeting and provision of mental health funding at global, national 
and local levels  
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Quality assurance All references to quality assurance and oversight approaches and 
requirements in mental health care services, with particular emphasis 
on human rights principles 
Child & adolescent mental 
health 
All references to child and adolescent mental health, including 
approaches to promotion, prevention, and treatment, and requisite 
service, infrastructural and human resource requirements relating 
specifically to provision of child and adolescent mental health care   
Mental health & other 
conditions  
All references to comorbidities of mental health with other conditions, 
including HIV and other infectious diseases, as well as chronic 
conditions, associated risks and consequences of such comorbidities, 
and requisite service requirements that could address co-occurring 
conditions within primary health care contexts  
Codes for changes between draft and final policy documents (section 4.2) 
Code Coding rule / definition 
Change in wording of draft policy 
content 
The phrase or concept appears in both the draft and final policy 
documents, but the content of the final policy represents an 
amended version of the wording of the draft policy content  
Addition to draft policy content An additional phrase or concept that appears in the final policy 
document that did not appear in the draft policy document  
Deletion of draft policy content  Content that appears in the draft policy that has subsequently been 
removed from the final policy document  
Process codes for interviews (section 4.3) 
Main theme Sub-theme Coding rule / definition  






development involvement in mental health policy 
development process up until the consultation 
summits 
Post-summit policy 
development involvement in development or finalisation of 







Pre-summit consultation & 
information  
All references to access that participants had to 
information about decisions around the 
organisation of the consultation summits, and 
consultation about these decisions 
Post-summit consultation & 
information  
All references to access to information that 
participants had to information or the extent to 
which they were consulted about the process 
followed and decisions made after the 
consultation summits 
Provincial follow-
through to national 
summit 
-  All references to links between provincial and 
national summits, specifically regarding how 
provincial summit feedback was followed 
through to the national summit 
Impact of 
consultation summit 
Signalled priority All references to the impact  or lack thereof  of 
the national summit in terms of signalling the 
prioritisation of mental health 
Influenced policy  All references to the impact  or lack of thereof  
of the national summit in terms of influencing 
policy (similar terms: follow-through, uptake) 
Perspectives on final 
policy  
General perspectives about 
the final policy opinions about the final policy document 
Perspectives about the 
379 
implementation of the policy opinions about the implementation of the policy  
Opportunities for 
service user input 
- All references to the involvement of service 
users in the consultation summits, including 
representativeness, support available, 
preparation time, type of participation enabled 
Types of knowledge claims (section 4.4, subsection 4.4.1) 
Code Coding rule / definition 
Evidence-based knowledge All references to studies, research, data, literature/theories or 
shown to be effective (e.g. interventions) or problematic (e.g. 
risks, treatment gap etc.) 
Experiential knowledge All references to first or third person accounts or observations 
of on-the-ground experiences of problematic 
issues/challenges or effective/ineffective approaches in 
practice  
Other  All other references in talk that do not fit into either of the 
two coding rules above (e.g. clarifications, introductions, 
procedural comments etc.) 
What knowledge claims were being used to do (section 4.4, subsection 4.4.2.1) 
Main theme Sub-theme Coding rule / definition 
Illustrate current 
situation  
Illustrate a challenge  
 
All knowledge claims making reference to a 
-the-
experienced in first or third person, or to 
evidence, to illustrate a challenge that needed 
addressing 
Illustrate a solution / best 
practice 
 
All knowledge claims making reference to a 
-the- r 
experienced in first or third person, or to 
evidence, to illustrate a solution or demonstrate a 
best practice that was currently working 
Highlight 
implications of a 
proposal 
Highlight benefits of or 
motivate for a proposal  
 
All knowledge claims making reference to a first or 
third person experience, or to evidence, in order 
to explicitly link to and demonstrate how a 
proposal being discussed would work or be of 
benefit in this situation  
Highlight disadvantages or 
argue against a proposal 
 
All knowledge claims making reference to a first or 
third person experience, or to evidence, in order 
to explicitly link to and demonstrate how a 
proposal being discussed would not work or be 
disadvantageous in this situation  
Engage  Support a previous point 
made 
 
All knowledge claims  whether in reference to 
experience or to evidence  that were explicitly 
aimed at engaging with and supporting or building 
on a previous point made   
Counter a previous point 
made  
 
All knowledge claims  whether in reference to 
experience or to evidence  that were explicitly 
aimed at countering a previous point made  
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Responses to knowledge claims (section 4.4, subsection 4.4.2.2)
Code Coding rule / definition
Responded to 
(overall) 
Any knowledge claim made during the group discussions that was verbally 
responded to in some way, acknowledging the point made (code further 
divided below) 
Responded to and 
engaged with  
All knowledge claims to which there was a verbal response and follow on 
or engagement with the point made within that knowledge claim (such as 
reframing, summarising, building on, countering) 
Responded to but 
not engaged with  
All knowledge claims to which there was a verbal response of 
acknowledgement but with which there was no further engagement in 
terms of following through on content (e.g. thank you, yes) 
Not responded to All knowledge claims that were made during discussions that received no 
verbal response from group Chair or other group participants (discussion 
moved onto other points or participants)  
Inaudible All knowledge claims within discussions that could be identified but for 
which the subsequent talk was not sufficiently audible to determine type 
of response / non-response  
Reflection / inscription of knowledge claims in group recommendations (section 4.4, subsection 4.4.3) 
Code Coding rule / definition  
Reflected or inscribed Group recommendation reflects a comprehensive direct or 
summarised version of knowledge claim made 
Partially reflected or inscribed Group recommendation partially reflects the content of a 
knowledge claim, with some detail lost in the inscription 
Not reflected or inscribed Group recommendation does not reflect the content of 
knowledge claim in any way  
Group process themes (section 4.5) 
Code Coding rule / definition  
Awareness of time constraints All references made by Chairs, rapporteurs or group 
participants relating to time and timing in group sessions, 
including concern about limited time, time available for 
presentations, discussions and formulation of 
recommendations within group sessions, and timing of 
breaks etc. 
Microphone management All references relating to the use of / facilitation by 
microphone within the group sessions, whether explicitly 
(direct reference to passing around microphone) or 
indirectly (indicating raising of hands, moving around room, 
turn taking etc.)  
General process/procedural 
comments 
Any general references by Chairs, rapporteurs, or group 
members to process or procedural issues relating to the 
group sessions / consultation process, particularly pertaining 
to interaction  
Engagement with draft 
documents 
All explicit references to reviewing or engaging with the 
draft policy or draft summit declaration during group 
discussions 
Awareness of needing to 
formulate recommendations  
All references made during group sessions indicating explicit 
awareness of needing to formulate and/or capture specific 
recommendations for feedback 
Processes for formulating 
recommendations  
All references relating to processes for formulating 
proposals or recommendations made during group sessions  
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Reflection of group discussions in group recommendations (section 4.6, subsection 4.6.2.1)
Code Coding rule / definition 
Comprehensively reflected or 
aligned 
Group recommendations reflect a comprehensive summary 
of points raised during group discussions 
Partially or broadly reflected or 
aligned 
Group recommendations partially reflect group discussions 
in broad ways, with some detail lost in summarisation  
Not reflected or aligned Group recommendations do not reflect the substantive 
content of the group discussions  
Reflection of group recommendations in summit recommendations (section 4.6, subsection 4.6.2.1) 
Code Coding rule / definition  
Comprehensively reflected or 
aligned 
Summit recommendations reflect a comprehensive summary 
of group recommendations 
Partially reflected or aligned Summit recommendations partially reflect group 
recommendations in broad ways, with some detail lost in 
summarisation  
Not reflected or aligned Summit recommendations do not reflect the substantive 
content of the group recommendations 
Reflection of group recommendations in policy changes (section 4.6, subsection 4.6.2.2) 
Code Coding rule / definition 
Directly reflected or aligned Group recommendations can be directly linked to the group 
recommendations  
Partially reflected or aligned Group recommendations relate to the same issue as policy 
change, or is consistent with direction/nature of the change 
Not reflected or aligned Group recommendations not reflected in policy changes  
 
Contrary  Policy change seems contrary to or contradicts group 
recommendations  
Reflection of group recommendations in draft policy (section 4.6, subsection 4.6.2.3) 
Code Coding rule / definition 
Broadly reflected or aligned Group recommendations broadly reflected in the policy 
content  
Requiring change to existing 
content 
Group recommendations relate to the same issue as policy 
content, but requires change to or deviates from existing 
content around that issue 
Not reflected or aligned Group recommendations not reflected in policy content and 
would require additional content to be added  
Reflection of group recommendations in implementation plan (section 4.6, subsection 4.6.2.4) 
Code Coding rule / definition 
Correspondence with 
implementation priority 
Group recommendation/s and implementation priority 
concern the same issue/s  
Reflected in key activity on 
implementation plan  
Group recommendations are reflected in detail of key 
activity 
382 
Reflection of group recommendations in both implementation-appendices (section 4.6, subsection 
4.6.2.4)
Code Coding rule / definition 
Reflected in both key activity on 
implementation plan and Terms of 
Reference action 
Group recommendations reflected in detail of both key 
activity on implementation plan as well as in Terms of 
Reference action  
Reflected in either key activity on 
implementation plan and Terms of 
Reference action 
Group recommendations reflected in detail either in 
key activity on implementation plan or in Terms of 
Reference action 
Reflected in neither key activity on 
implementation plan or Terms of 
Reference action 
Group recommendations not reflected in either key 
activity on implementation plan or Terms of Reference 
action 
Reflection of group recommendations in Terms of Reference actions (section 4.6, subsection 4.6.2.5) 
Code Coding rule / definition 
Reflected in action relating to 
Terms of Reference structure 
Group recommendations are reflected in detail of action 
relating to Terms of Reference structure 
Note: All references to summit recommendations below refer only to those recommendations that were 
added to the summit declaration at the end of the summit  i.e. post-summit recommendations 
Reflection of summit recommendations in policy changes (section 4.6, subsection 4.6.3.1) 
Code Coding rule / definition 
Reflected in detail in policy changes Summit recommendations reflected in detail in the policy 
changes  
Broadly reflected in policy changes  Summit recommendations broadly relate to the same 
issue as policy change 
Not reflected in policy changes Summit recommendations not reflected in policy changes 
in any way   
Reflection of summit recommendations in draft policy (section 4.6, subsection 4.6.3.2) 
Code Coding rule / definition 
Broadly reflected or aligned Summit recommendations broadly reflected in the policy 
content  
Requiring change to existing 
content 
Summit recommendations relate to the same issue as 
policy content, but requires change to or deviates from 
existing content around that issue 
Reflection of summit recommendations in implementation plan (section 4.6, subsection 4.6.3.3) 
Code Coding rule / definition 
Correspondence with 
implementation priority 
Summit recommendation/s and implementation priority 
concern the same issue/s  
Reflected in key activity on 
implementation plan  
Summit recommendations are reflected broadly in key 
activity 
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Reflection of summit recommendations in Terms of Reference actions (section 4.6, subsection 4.6.3.4)
Code Coding rule / definition
Reflected in action relating to 
Terms of Reference structure 
Summit recommendations are reflected broadly in action 
relating to Terms of Reference structure 
Reflection of summit recommendations in both implementation-appendices (section 4.6, subsection 
4.6.3.4) 
Code Coding rule / definition 
Reflected in both key activity on 
implementation plan and Terms of 
Reference action 
Summit recommendations reflected broadly in both key 
activity on implementation plan as well as in Terms of 
Reference action  
Reflected in either key activity on 
implementation plan and Terms of 
Reference action 
Summit recommendations reflected broadly in either in 
key activity on implementation plan or in Terms of 
Reference action 
Reflected in neither key activity on 
implementation plan or Terms of 
Reference action 
Summit recommendations not reflected in either key 




Appendix 5: Changes from draft to final policy
{  } indicates a change of wording from the original text       <   > indicates an addition   ------ indicates deletion. Note: 
Page references refer to pages of policy document Word version available in October 2013, not the final policy pdf 
version on available on the Department of Health website.  
Draft Final Section  
Health Establishments:  {Institutions, 
facilities, buildings or places where 
persons receive care, treatment, 
rehabilitative assistance, diagnostic or 
therapeutic interventions or other 
health services and include facilities 
such as community health and 
rehabilitation centres, clinics, hospitals, 
and psychiatric hospitals.} 
Health Establishments:  {The whole or part of a 
public or private institution, facility, building or 
place, whether for profit or not, that is operated or 
designed to provide inpatient or outpatient 
treatment}, diagnostic or therapeutic 
interventions,{ nursing, rehabilitative, palliative, 
convalescent, preventative} or other health 
services. This includes facilities such as community 
health and rehabilitation centres, clinics, hospitals 
and psychiatric hospitals. 
Glossary of terms 
 
(Infrastructure)  
Health Promotion: {The process of 
enabling people to increase control 
over, and to improve their health} 
Health Promotion: {Actions and advocacy to 
address the full range of potentially modifiable 
determinants of health, including actions that 
allow people to adopt and maintain healthy lives 
and those that create living conditions and 
environments that support health} 




Involuntary Care, Treatment and 
Rehabilitation:  The provision of health 
interventions to people who are 
deemed incapable of making informed 
decisions due to their mental health 
status and who refuse health 
interventions but require such services 
for their own protection or for the 
protection of others. 
Involuntary Care, Treatment and Rehabilitation:  
The provision of health interventions <for the 
period during which> people are deemed 
incapable of making informed decisions due to 
their mental health status and who refuse health 
interventions but require such services for their 
own protection or for the protection of others. 
 
Glossary of terms  
 
(MH Care Act) 
Primary Health Care:  The first level of 
contact for individuals seeking health 
care. Essential health care made 
accessible at a cost a country and 
community can afford, with methods 
that are practical, scientifically sound 
and socially acceptable (Alma Ata 
Declaration, 1978).  This approach is 
organised to reduce exclusion and social 
disparities in health, is people-centred, 
intersectoral, collaborative, and 
promotes the participation of all 
stakeholders. 
Primary Health Care:  Essential health care made 
accessible at a cost a country and community can 
afford, with methods that are practical, 
scientifically sound and socially acceptable (Alma 
Ata Declaration, 1978).  This approach is organised 
to reduce exclusion and social disparities in health, 
is people-centred, intersectoral, collaborative, and 
promotes the participation of all stakeholders. 
 




See Primary Health Care above  that 
sentence moved to new term in final 
document 
<Primary Level Services: The first level of contact 
for individuals seeking health care> 




Psychosocial rehabilitation: Definition 
to come 
Psychosocial rehabilitation: <Mental health 
services that bring together approaches from the 
rehabilitation and the mental health fields, 
combining pharmacological treatment, skills 
training, and psychological and social support to 
clients and families in order to improve their lives 
and functional capacities.> 
Glossary of terms  
(Mental health 
systems) 
Recovery model: Definition to come  Recovery model:  <An approach to mental health 
care and rehabilitation which holds that hope and 
restoration of a meaningful life are possible, 
despite serious mental illness.  Instead of focusing 
primarily on symptom relief, as the medical model 
dictates, recovery casts a much wider spotlight on 
restoration of self-esteem and identity and on 
attaining meaningful roles in society.> 





Rehabilitation: a process that facilitates 
an individual attaining an optimal level 
of independent functioning  




Task shifting: Definition to come  Task shifting:  <The use of specialist mental health 
staff in training and supervisory roles to non-
specialist health workers, as a mechanism for more 
efficient and effective care.> 
Glossary of terms  
 
(Human resources) 
Tertiary Care:  Specialist care that is 
rendered at {academic health 
institutions} 
Tertiary Care:  Specialist care that is rendered at 
{central hospitals} 
Glossary of terms 
 
(Infrastructure) 
This section on scope and the two sub 




1. Substance abuse 
 
Historically, in South Africa substance abuse 
treatment services have been provided by both the 
Department of Social Development and the 
Department of Health.  The policy and legislative 
framework for this area is set out in the Prevention 
and Treatment of Substance Abuse Act (2008) and 
the National Drug Master Plan (2006).  There are 
important issues of co-morbidity between 
substance use and mental disorders, and hence a 
need to coordinate services.  Substance use 
disorders are to be covered by this policy insofar as 
there is co-morbidity with mental disorders.  The 
Department of Health committed itself during 
Part of 
Introduction 




Parliamentary debate of the Prevention and 
Treatment of Substance Abuse Act (2008) to 
provide care, treatment and rehabilitation for 
those users that present with co-morbid substance 
use and mental disorders in designated psychiatric 
hospitals, rather than referring them to the 
substance abuse treatment centres run by the 
Department of Social Development.  This decision 
is reflected explicitly in this Mental Health Policy. 
 
2. Intellectual Disability 
 
The Mental Health Care Act (2002) provides for 
care and rehabilitation services for mental health 
care users.  The responsibility of the Department of 
Health is to provide developmentally appropriate 
healthcare for those with severe and profound 
intellectual disabilities, many of whom will also 
have physical disabilities.  The vocationally related 
service needs of people with mild and moderate 
intellectual disability range are the responsibility of 
the Department of Education and later the 
Department of Labour, while housing and 
community service needs are currently provided in 
some provinces by the department of Social 
Development.  Where co-morbidity exists between 
intellectual disability and mental disorders, the 
treatment and care of the person suffering from 
these disorders is the responsibility of the 
Department of Health.> 
Not included in the Context section in 
the draft version  
<In South Africa these patterns are exacerbated by 
the history of violence, exclusion and racial 
discrimination under apartheid and colonialism.  
The trauma and abuses meted out during the 
apartheid era have been well documented in the 
findings of the Truth and Reconciliation 
Commission (TRC) (Truth and Reconciliation 
Commission, 2000), as have the effects of these 
acts on the mental health of victims.  Ongoing 
realities of violence and crime also exact their toll 
on the mental health of South Africans, chiefly 
through the trauma experienced by victims. 
 
South Africa also has major challenges regarding 
substance abuse (including alcohol, tobacco and 
illicit drugs).  South Africa has the highest incidence 
of alcohol abuse in the world, after the Ukraine.  
Until recently areas of the Western Cape had some 
of the highest rates of foetal alcohol syndrome 





(FAS) in the world, but have now been surpassed 
by the Northern Cape.  In the Western Cape there 
is a growing methamphetamine (tik) epidemic. 
Cannabis is the most common illicit drug in the 
country, with particularly high use among the 
youth.  The consequences of these patterns of 
substance abuse include increased risk for mental 
disorders, crime and violence and motor vehicle 
injuries.> 
9. A few consumer and  family 
associations have been established in 
some provinces, often with the support 
of NGOs, such as the SA Federation for 
Mental Health 
9. A few consumer and family associations have 
been established in some provinces, often with the 
support of NGOs, such as the SA Federation for 
Mental Health. <There are a few locally based, user 
run self-help associations > 
Section 2.5. of 
Context, entitled 
Current Service 
Provision, p. 16 
 
(Advocacy) 
10. Some important steps have been 
taken towards inter-sectoral 
collaboration, particularly at the 
national level.  However, at the district 
level, and in many provinces, such inter-
sectoral collaborations are the 
exception rather than the rule. 
10. Some important steps have been taken 
towards inter-sectoral collaboration, particularly at 
the national level.  However, at the district level, 
and in many provinces, such inter-sectoral 
collaborations are the exception rather than the 
rule. <This situation is improving with the legal 
requirement that districts should produce 
Integrated Development Plans (IDPs)> 
Section 2.5. of 
Context, entitled 
Current Service 
Provision, p. 16 
 
(Governance) 
Not included as a point in the draft 
version  
<12.  Deinstitutionalisation has progressed at a 
rapid rate in South Africa, without the necessary 
development of community based services.  This 
has led to a high number of homeless mentally ill, 
people living with mental illness in prisons and 
revolving door patterns of care> 
Section 2.5. of 
Context, entitled 
Current Service 





These policies were not mentioned in 
this section in draft version  
This mental health policy is based on and 
consistent with a number of existing policy and 
legislation mandates in South Africa. These include: 
 
 School Health Policy and Implementation 
Guidelines, 2003; 
 Child Justice Act, Act 75 of 2008; 
 Sexual Offences Act, Act 37 of 2007; 
 Older Persons Act, Act 13 of 2006; and 
 Criminal Procedure Amendment Act, Act 65 of 
2008.> 




mandates, p. 19  
 
(Governance) 
Vision: No health without mental health 
in South Africa 
Vision: {Improved mental health for all in South 
Africa by 2020} 
Section 3: Vision  
(Not specific) 
388 
In the draft version, this was the order 
of the sections following section 3, 
Vision:
4. Mission 
5. Values and Principles 
6. Objectives 
In the final version, the order of the sections 
changed as follows: 
(i.e. objectives moved up) 
{4. Mission 
5. Objectives 
6. Values and Principles} 




In Values and Principles section, the 
draft had this in under Accessibility and 
equity:  
Wherever possible, users should be 
treated in their communities or near to 
their homes and families 
This did not appear in the final draft  Section 5: Values 
and Principles, 




In Values and Principles section, the 
draft had this under Participation: 
{Mutual aid} and advocacy groups 
should be encouraged  
In the final draft under Participation, this changed 
slightly to: 
{Self-help} and advocacy groups should be 
encouraged  
Section 5: Values 
and Principles, 
page 22 of final  
 
(Advocacy) 
The section 7.1. Organisation of services 
in the draft version started immediately 
with numbered points  
In section 7: Areas for action, under 7.1. 
Organisation of services, before starting with the 
numbered points as in the draft, there was an 
addition of this text, and of the diagram at end of 
document: 
In line with the World Health Organisation 
recommendations regarding organisation of 
mental health services, the mental health systems 
will include an array of settings and levels that 
include primary care, community based settings, 
general hospitals and specialised psychiatric 
hospitals. 
Section 7: Areas for 
action, 7.1 
Organisation of 




Section 7.1. Organisation of services, 
under subsection on the district mental 
health system:  
b. Mental health training programmes 
for general health staff will be 
conducted at PHC level 
Section 7.1. Organisation of services, under 
subsection on the district mental health system:  
b. Mental health training programmes for general 
health staff will be conducted at PHC level and 
district and regional hospitals. 




section on the 
district mental 




Section 7.1. Organisation of services, 
under subsection on the district mental 




h. No new psychiatric hospitals will be 
built. {Where inpatient units are 
needed, these will be developed in 
district and regional hospitals.} 
subsection on the district mental health system: 




section on the 
district mental 




This section was not in the draft version 
under section 7.1. Organisation of 
services  
3. <Psychiatric services in general hospitals 
a. Inpatient units will be provided in general 
hospitals to improve access for voluntary 
admission, assisted care, emergency 
mental health services, 72-hour 
assessment of involuntary mental health 
care users, further care, treatment and 
rehabilitation. 
b. Voluntary mental health care users that 
require admission will be admitted in 
terms of general health legislation. 
c. The psychiatric wards that are attached 
to general hospitals must be designated 
in terms of the Mental Health Care Act 
where they meet the criteria. 
d. The general hospitals that provide 72-
hour assessment  for involuntary mental 
health care must be listed as prescribed 
in the general regulations of the Mental 
Health Act no.17 0f 2002. 
e. Information regarding health 
establishments that provide 72-hour 
assessment for involuntary mental health 
care must be compiled and provided to 
relevant stakeholders to facilitate referral 
and access to services.> 
Section 7: Areas for 
action, 7.1. 
Organisation of 





This section was not in the draft version 
under section 7.1. Organisation of 
services 
4. <Specialised psychiatric hospitals 
a. Further care, treatment and 
rehabilitation of mental health care users 
will be provided in specialised psychiatric 
hospitals. 
b. Provision of inpatient and limited 
outpatient mental health services. 
c. Functioning as centres of excellence that 
provide ongoing routine training, 
supervision and support to secondary and 
primary health care services. 
d. Provision of sub-specialist services, such 
as forensic psychiatry and child and 
adolescent services. 
e.     Forensic facilities will fulfil their role as    
         set out in the Criminal Procedure Act No.  
         51 of 1977 as amended, with regards to  
Section 7: Areas for 
action, 7.1. 
Organisation of 






         forensic psychiatric observations.  
         Section 41 and 49 of the Mental Health  
Care Act provides for designation of 
         health establishments and procedures  
         with regards to State patients and  
         mentally ill prisoners.> 
Section 7.2, Financing, this point 
changed in the final version:  
5. At national level, budget will be 
allocated to ensure that regular 
discussions are held with provinces to 
discuss strategies for implementation. 
At provincial level, mental health 
budgets will be reviewed annually to 
align mental health with national 
priorities, for each of the areas of action  
Section 7.2, Financing, this point changed in the 
final version:  
5. At national level, budget will be allocated <to 
meet targets set for the implementation of areas 
of action within the> policy and regular discussions 
will be held with provinces to discuss strategies 
and <monitor progress> with implementation.  At 
provincial level, mental health budgets will be 
reviewed annually to align mental health with 
national priorities, for each of the areas for action 
<in 2011 and annually thereafter>. 
Section 7.2: 
Financing, p. 26 
 
(Funding) (M&E) 
Under section 7.4 Intersectoral 
collaboration, one of the points in the 
draft read as: 
1.  The Department of Health will 
engage non-health sectors (such as 
Education, Social Development, Labour, 
Criminal Justice, South African Police 
Service, Housing, Agriculture and NPOs), 
to ensure that an inter-sectoral 
approach to mental health is followed 
in planning and service development. 
Under section 7.4 Intersectoral collaboration, one 
of the points in the draft read as: 
1.  The Department of Health will engage non-
health sectors (such as Education, Social 
Development, Labour, Criminal Justice, South 
African Police Service, Housing, Agriculture and 
NPOs), <as well as for-profit organisations>, to 
ensure that an inter-sectoral approach to mental 








This point was not included in the draft 
version  
In section 7.5. Advocacy, this point was added: 
<5. The Mental Health Review Boards in each 
province will, as stipulated in the Mental Health 
Care Act, play a key role in advocating for the 
needs of mental health service users, and 
upholding and protecting their human rights.> 
Section 7.5. 
Advocacy, p. 28 
 
(Mental Health 
Care Act Mental 
Health Review 
Boards) 
In section 7.6. Human rights, the second 
point in the draft version read as:  
2.  The UN Convention on the Rights of 
Persons with Disabilities (2007) will be 
actively implemented by South Africa, 
as a signatory to the Convention 
In section 7.6. Human rights, the second point 
changed in final version:  
{2. The Department of Health will work closely with 
the Ministry for Women, Children and Persons with 
Disability to ensure that provisions of the UN 
Convention on the Rights of Persons with 
Disabilities (2007) are actively implemented for 
persons with mental disability in South Africa.} 




This point appeared under roles and 
responsibilities of Minister of Health in 
This point was deleted from the roles and 
responsibilities of the Minister of Health in the final 
Section 8 Roles and 
responsibilities, 
8.1. Minister of 
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draft version:  
Developing national strategic plans for 
mental health, in collaboration with 
provincial health services,  and in 
consultation with a range of 
stakeholders 
version  Health, p. 31 
(Governance) 
This point did not appear in draft 
version 
Under roles and responsibilities of Minister of 
Health, this point was added to final version: 
<Liaise with the Ministry of Women, Children and 
Disabilities to support inclusion of persons with 
mental disability in disability related policies and 
programme> 
Section 8 Roles and 
responsibilities, 
8.1. Minister of 
Health, p. 31 
 
(Governance) 
In roles & responsibilities of Minister of 
Health, this point read as follows in 
draft version:  
Identifying and driving the 
implementation of key priority areas, 
namely:  
Detection and management of 
depression and anxiety disorders at PHC 
level
In roles & responsibilities of Minister of Health, this 
point was changed in final version as follows:  
Identifying and driving the implementation of key 
priority areas, namely:  
Detection and management of {common mental 
disorders (e.g. depression and anxiety disorders)} 
at PHC level 
Section 8 Roles and 
responsibilities, 
8.1. Minister of 








The point that was deleted from the 
roles and responsibilities of the Minister 
of Health above was moved to Director 
version, where it did not appear before  
In roles & responsibilities of Director-General, this 
point was moved down from the Minister of 
 
<Developing national strategic plans for mental 
health, in collaboration with provincial health 
services, and in consultation with a range of 
stakeholders> 
Section 8 Roles and 
responsibilities, 
8.2. Director 
General, p. 31 
 
(Governance) 
This point did not appear under the 
roles & responsibilities of the provincial 
departments of health in the draft 
version  
Under roles & responsibilities of Provincial 
Departments of Health, this was added:  
<Establishment of a Mental Health Directorate in 
each province, with responsibility for both 
community and hospital based mental health 
services> 








This point was not included in the draft 
version  
Under 8.4 roles & responsibilities of District health 
services:  
<3. Providing emergency care (24 hour) and 72 
hour observation services in designated District 
and Regional Hospital Inpatient settings, as set out 
in the Mental Health Care Act (2002).> 
Section 8 Roles & 
responsibilities, 
8.4. District health 




Under 8.4 roles & responsibilities of 
District health services, this point was 
included in draft version: 
Establishing and maintaining Assertive 
Community Treatment (ACT) teams in 
all districts 
This point was excluded from the final version  Section 8 Roles & 
responsibilities, 
8.4. District health 




This section in the draft policy was 
 
In the final version, the title of this section changed 
to {Designated Psychiatric Hospitals, Care and 
Rehabilitation Centres} and it appeared below the 
 




hospitals, care and 
rehabilitation 
centres, p. 33 
 
(Infrastructure) 
In section 8.5. on roles & responsibilities 
of psychiatric hospitals, this point in the 
draft version read as: 
Provision of specialist inpatient and 
outpatient mental health services   
In section 8.5. on roles & responsibilities of 
psychiatric hospitals, this point in the final version 
read as: 
Provision of inpatient and <limited> outpatient 
mental health services   




hospitals, care and 
rehabilitation 





This point did not appear in the draft 
version of the policy under roles & 
responsibilities of psychiatric hospitals  
Under roles & responsibilities of psychiatric 
hospitals, this point was added to final version:  
<4. Forensic facilities will fulfil their role as set out 
in the Criminal Procedure Act No 51 of 1977 as 
amended, with regards to forensic psychiatric 
observations. Section 41 and 49 of the Mental 
Health Care Act provides for designation of health 
establishments and procedures with regards to 




hospitals, care and 
rehabilitation 
centres, p. 33 
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New diagram in final policy in section 7.1. Organisation of services, p. 23: 
 
State patients and mentally ill prisoners, which 
need to be included in the mental health policy.> 
(MHC Act) 
Section 8.7. roles & responsibilities of 
non-governmental organisations:  
1. The Department of Health will licence 
and regulate the provision of 
community-based mental health 
services by NGOs, such as community 
residential care, day care services, and 
halfway houses, programmes 
addressing violence in communities 
(targeting both victims and 
perpetrators).  
Section 8.7. roles & responsibilities of non-
governmental organisations:  
1. The <Provincial> Departments of Health will 
licence and regulate the provision of community-
based mental health services by NGOs <and for-
profit organisations>, such as community 
residential care, day care services, and halfway 
houses.<This is in keeping with section 43 of the 
regulations of the Mental Health Care Act.> 











Appendix: Intersectoral Roles & 
Responsibilities, section on Police 
Services: 
Early identification and referral of youth 
offenders  
Appendix: Intersectoral Roles & Responsibilities, 
section on Police Services: 
Early identification and referral of {mental health 
care users in terms of section 40 of the Mental 









Appendix 6: Detailed analysis: Embodied knowledge enacted
6.1 Types of knowledge claims  
The percentages of talk drawing on experiential, evidence-based, and Other knowledge claims in the 
breakaway group presentations and discussions are shown in Table A6.1 below. The talk that did not 
draw explicitly on either evidence-based or experiential knowledge claims  i.e. Other  comprised the 
bulk of group presentations and discussions across all ten groups. This seemed to particularly be the 
casein group 8 on culture and mental health (96.23%), and in group 2 on research, monitoring & 
surveillance (89.45%), and but less so for group 6 on the Mental Health Care Act (66.09%). Of the total 
95 experiential knowledge claims made, 59 (62%) were made during the discussions, and 36 (38%) 
during the presentations. Of the 130 evidence-based knowledge claims, 32 (25%) were made during the 
discussions, and 98 (75%) during the presentations.  
In seven of the ten groups, evidence-based knowledge claims were referenced more frequently than 
experiential knowledge claims, as shown in Table A6.1. Experiential knowledge claims constituted the 
majority of explicit knowledge claims in group 3 (mental health care systems; 12.47%), group 9 (suicide 
prevention; 13.73%), and group 10 (advocacy; 8.04%). It is worth noting that in group 9 (suicide 
prevention), the first presenter focused almost exclusively on presenting evidence around suicide 
prevention, while the second presentation was based on the experiences of the director of an NGO in 
running a suicide helpline. This could explain the higher frequency of experiential-knowledge claims 
than evidence-based knowledge claims in group 9, particularly during the presentations (10.04%).  
Group 10 (advocacy) reflects what might be expected in more formal presentations versus informal 
discussions, with evidence-
presentations, and experiential knowledge claims only occurring during the group discussions. Only in 
group 3, however, did total experiential knowledge claims outnumber total evidence-based knowledge 
claims by more than five percent. The discussion in this group was quite strongly focused on the 
integration of mental health care into primary health care, and specifically on whether mental health 
services in primary health care should be specialised or generalised. Participants drew on experience on 
the ground to motivate for the need for district specialist mental health teams, as well as to justify why 
having a dedicated health professional providing mental health services in primary care facilities would 
or would not work.  
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Table A6.1: Knowledge claims in group presentations and group discussions 
Group Experiential Evidence-based  Other 
 
Presentations Discussions Subtotal Presentations 
 
Discussions Subtotal  
1: Prevention 
& promotion 
0% 10.27% 10.27% 10.99% 6.71% 17.70% 72.03% 
2. Research & 
surveillance 
















10.28% 6.26% 16.54% 17.37% 0% 17.37% 66.09% 
7. Child & 
adolescent  
mental health 
0.57% 4.31% 4.88% 9.62% 0.85% 10.47% 84.65% 
8. Culture & 
mental 
health 
N/A* 1.72% 1.72% N/A* 2.05% 2.05% 96.23% 
9. Suicide 
prevention 




0% 8.04% 8.04% 6.27% 0% 6.27% 85.69% 
* Note: There was no audio for the presentations in this group 
It is interesting to note the absence of experiential knowledge claims in group 2 (research, monitoring 
and surveillance) and group 4 (human resources and infrastructure). While this is perhaps not surprising 
for group 2, where the discussions were dominated by reference to research and to indicators and 
targets, it is somewhat surprising that the discussions in group 4, where presumably participants would 
have a substantial amount of first-hand experience of issues encountered around these two issues 
(human resources and infrastructure). The presentations in both groups were strongly evidence-based; 
however, neither evidence-based nor experiential knowledge appeared to be explicitly drawn on during 
the discussions in either of these two groups.  
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In the seven groups in which evidence-based knowledge claims were referenced more frequently than 
experiential knowledge claims, this difference was greater than five percent in all but two of the groups: 
group 6 (Mental Health Care Act), and group 8 (culture and mental health). A limitation here is that the 
audio of the presentations on culture and mental health was not available for analysis. Nonetheless, it 
seems notable that participants in this group appeared to draw on neither evidence-based nor 
experiential knowledge during the discussions. In group 6, experiential knowledge claims were more 
frequently drawn on during presentations (10.28%) than during the discussions (6.26%). This is likely 
 
It does, appear, then, that evidence-based knowledge was drawn on more frequently than experiential 
knowledge. However, as can be seen in Table A6.1 above, much of this evidence-based knowledge was 
contained in the formal presentations. In all but two of the groups, the largest proportion of evidence-
based knowledge claims was identified in the formal presentations, with less reference to evidence-
based knowledge during the group discussions. The exceptions were group 8 (culture and mental 
health), for which there was no audio of the presentations, and group 9 (suicide prevention), where 
more evidence-based knowledge claims were made during discussions than in presentations. The fact 
that more of the evidence-based knowledge claims were identified during the discussions than in the 
presentations in group 9 could at least partly be because the presenter of the more explicitly evidence-
based presentation was very vocal during the group discussions. In two groups  group 6 (Mental Health 
Care Act) and group 10 (advocacy)  no reference to evidence-based knowledge was made during the 
group discussions. 
6.2 Enactment of knowledge claims  
6.2.1 Functions of knowledge claims  what were they being used to do?  
The enacted uses of knowledge claims are presented in Table A6.2. Only those uses for which there 
were sufficient instances to warrant discussion are included in this table. In one or two instances, 
knowledge claims appeared to be drawn on to make a particular appeal, or to claim legitimacy or 
authority as a speaker. These were not included in the final analysis. In Table A6.2, the percentage of 
knowledge claims per sub-theme are shown. For example, 37 references to experiential knowledge 
claims were made to illustrate a current challenge. This comprised 67% of the total cases where 
knowledge claims were used to illustrate a current challenge. Note that many of the knowledge claims 
were employed for more than one purpose and were coded accordingly. Thus, the number of references 
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for experiential and evidence-based knowledge claims shown in columns 3 and 5 do not always add up 
to the total number of experiential or evidence-based references shown in the first row of Table A6.2.   
The findings presented in Table A6.2 suggest that both experiential and evidence-based knowledge 
claims were explicitly drawn on to illustrate the current situation in relation to a particular issue, more 
frequently than to perform any of the other functions identified. Of the 78 instances identified where 
knowledge claims were used to illustrate a current situation, the majority of these were experiential 
knowledge claims  either illustrating a challenge (67%) or a solution/best practice (87%). Similarly, 
where knowledge claims were used to highlight the implications of a particular proposal, the majority of 
these were also experiential knowledge claims  either to highlight the benefits of or motivate for a 
proposal (59%), or to highlight the disadvantages or argue against a proposal (70%).  
Conversely, evidence-based knowledge claims seemed to be used more frequently than experiential 
knowledge claims to engage with previous points made  both to support (56%) as well as to counter 
(57%) these points. Finally, in the 38 cases where knowledge claims were made to illustrate a current 
situation in order to highlight the implications of a proposal (composite code), participants most 
frequently (n=23) described challenges experienced in order to highlight the benefits of  and need for  
a particular policy proposal. Experiential knowledge claims (65%) were drawn on more frequently than 
evidence-based knowledge claims (35%) to do so. Participants were less likely to make explicit 
knowledge claims to describe challenges in order to highlight disadvantages of  or argue against  a 
proposal, and even less to describe solutions currently being employed to highlight the benefits. Where 
they did, however, they were more likely to draw on experiential than evidence-based knowledge.  
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Table A6.2: The enacted uses of experiential and evidence-based knowledge claims
 Experiential 
(N = 59) 
Evidence-based 
(N = 32) 
Theme Sub-theme n % of 
subtheme 





(N = 78) 
Challenge 
(n = 55) 
37 67% 18 33% 
Solution  
(n = 23) 




(N = 51) 
Highlight benefits or 
motivate for a proposal 
(n = 41) 
24 59% 17 41% 
Highlight disadvantages or 
argue against a proposal 
(n =10) 
7 70% 3 30% 
Engage 
(N = 16) 
Support previous point 
(n = 9) 
4 44% 5 56% 
Counter previous point 
(n = 7) 







(N = 38) 
Describe challenge to 
highlight benefits 
(n = 23) 
15 65% 8 35% 
Describe challenge to 
highlight disadvantages  
(n = 7) 
6 86% 1 14% 
Describe solution to highlight 
benefits  
(n = 8)  
7 88% 1 12% 
6.2.2 Responses to knowledge claims  were they being responded to?  
This subsection presents findings showing whether and how experiential and evidence-based knowledge 
claims were responded to or not. As shown in Table A6.3, both experiential (n=37, 63%) and evidence-
based (n=19, 59%) knowledge claims were more frequently responded to than not. There did not seem 
to be a substantial difference, however, between experiential and evidence-based knowledge claims: 
both seemed equally likely to elicit some form of response or acknowledgement. This pattern is similar 
when looking at the extent to which different knowledge claims seemed to be engaged with, as shown 
in Table A6.4. While those knowledge claims that were responded to were more likely to be engaged 
with more substantively than merely acknowledged, neither experiential nor evidence-based knowledge 
claims were more likely than the other to result in such engagement. The lack of substantive differences 
between likelihood of responsiveness in relation to evidence-based knowledge claims and experiential 
knowledge claims seems to suggest that contributions to such discussions that drew on either of these 
two knowledge types were equally likely to be attended to. The question that is explored in the next 
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subsection is whether this pattern continued in the extent to which different knowledge claims 
appeared to be captured or followed through into group recommendations.   
Table A6.3: Responses to evidence-based and experiential knowledge claims within discussions  
Experiential Evidence-based 
References % References % 
Responded to 37 63% 19 59% 
Not responded to 18 31% 12 38% 
Inaudible 4 6% 1 3% 
Totals 59 100% 32 100% 
Table A6.4: Breakdown of responsiveness to knowledge claims 
Experiential Evidence-based 
References % References % 
Responded to but 
not engaged with 
10 27% 7 37% 
Responded to and 
engaged with* 
27 73% 12 63% 
Total responded to 37 100% 19 100% 
Responded to defined as some form of acknowledgement  
Engaged with defined as taking up and engaging with the points made in continuing discussion 
6.3 Inscription of knowledge claims  
Table A6.5 below shows what proportion of evidence-based knowledge claims and experiential 
knowledge claims were reflected, partially reflected or not reflected in the group recommendations. The 
total percentages of experiential and evidence-based knowledge claims per group are shown as totals in 
each group row. The proportions of these totals that were either reflected, partially reflected or not 
reflected in group recommendations are shown for the two knowledge claim types (experiential and 
evidence-based). For example, for the total 10.27% of experiential knowledge claims that referred to 
prevention and promotion (group 1), the majority of these clams (5.27%) seemed to be reflected in 
group recommendations  although only slightly more than those that were not reflected (4.19%).    
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Table A6.5: Reflection of experiential and evidence-based knowledge claims in recommendations
Groups 
Experiential Evidence-based 











0.36% 2.55% 10.27% 8.73% 1.57% 7.40% 17.70% 
2 0 0 0 
 
0 1.70% 0 8.85% 10.55% 
3 3.27% 2.03% 7.17% 
 
12.47% 0 4.30% 2.57% 6.87% 
4 0 0 0 
 
0 0.89% 8.51% 13.61% 23.01% 
5 1.70% 2.58% 3.44% 
 
7.72% 10.25% 0.56% 8.05% 18.86% 
6 2.98% 0.79% 12.77% 
 
16.54% 1.44% 2.82% 13.11% 17.37% 
7 0.44% 0 4.44% 
 
4.88% 1.14% 3.80% 5.54% 10.48% 
8 0 0 1.72% 
 
1.72% 0 0 2.05% 2.05% 
9 2.18% 4.80% 6.75% 
 
13.73% 1.28% 2.28% 6.93% 10.49% 
10 1.42% 0.83% 5.79% 
 
8.04% 0.37% 5.09% 0.81% 6.27% 
Group number key: 1. Prevention & promotion; 2. Research & surveillance; 3. Mental health systems; 4. Human resources & 
infrastructure; 5. Mental health & other conditions; 6. Mental Health Care Act; 7. Child & adolescent mental health; 8. Culture 
& mental health; 9. Suicide prevention; 10. Advocacy & user participation 
As shown in Table A6.5 group 1 (prevention and promotion) was the only group in which the majority of 
both evidence-based (8.73%) and experiential knowledge (7.36%) claims seemed to be reflected in the 
reflect the largest proportion of evidence-based knowledge claims made in group 5 (mental health & 
other conditions; 10.25%), while in group 3 (mental health systems; 4.30%) and group 10 (advocacy; 
5.09%), most of the evidence-based knowledge claims were only partially reflected. However, in the 
remaining six groups, the majority of evidence-based knowledge claims did not seem to be reflected in 
group recommendations. Similarly, of the eight groups in which experiential knowledge claims were 
made, these were predominantly not reflected in the group recommendations for seven of these 
groups. These findings suggest that making reference to neither evidence-based knowledge nor 
experiential knowledge increased the likelihood that such inputs would be followed through into 
recommendations.  
The next level of analysis focused on finer distinctions in terms of whether evidence-based and 
experiential knowledge claims seemed more likely to be reflected if they were made during group 
presentations versus group discussions. Table A6.6 shows the percentages of experiential knowledge 
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claims made in the group presentations and the group discussions that were considered to be reflected, 
the total percentage of experiential knowledge claims made within the presentations and the total 
percentage made during the discussions, respectively. Within each of these categories (presentations 
and discussions), the total percentages are broken down into the percentage of claims reflected, 
partially reflected, or not reflected. For example, 10.27% of the talk during the discussions in group 1 
(prevention and promotion) were experiential knowledge claims; of these, 7.36% were reflected in 
group recommendations, 0.36% were partially reflected, and 2.55% were not reflected. No experiential 
knowledge claims were made during the presentations in group 1.  
Of the four groups in which experiential knowledge was referenced during presentations (mental health 
systems; Mental Health Care Act, suicide prevention, and culture and mental health), the majority of 
this did not appear to be reflected in the group recommendations. In the eight groups in which 
participants drew explicitly on experiential knowledge during the discussions, in only two instances were 
the majority of these reflected or partially reflected: in group 1 (promotion and prevention; 7.36%) and 
in group 9 (suicide prevention; 1.65%).  
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Table A6.6: Reflection of experiential knowledge from presentations and from discussions
Experiential knowledge 
 




































0 0 0 0 0 0 0 
5 0 
 






















































Group number key: 1. Prevention & promotion; 2. Research & surveillance; 3. Mental health systems; 4. Human resources & 
infrastructure; 5. Mental health & other conditions; 6. Mental Health Care Act; 7. Child & adolescent mental health; 8. Culture 
& mental health; 9. Suicide prevention; 10. Advocacy & user participation  
Along similar lines to the experiential knowledge analysis above, the next level of analysis was also 
applied to evidence-based knowledge, comparing the percentages of evidence-based knowledge from 
the group presentations that seemed to be reflected in group recommendations, with the percentages 
of evidence-based knowledge claims reflected from the group discussions. In Table A6.7 below, 
evidence-based knowledge claims are differentiated between those made during formal presentations 
and those made during group discussions.  
In Table A6.7, the total percentages shown in columns 5 and 9 reflect total evidence-based knowledge 
claims as a percentage of the overall presentations and group discussions, respectively. This total 
percentage is then divided according to the percentage of evidence-based knowledge claims that that 
were considered to be reflected, partially reflected or not reflected within the presentations and within 
the discussions. In group 1, for example, evidence-based knowledge claims made up 6.47% of the total 
talk within the group discussions. Of this, 3.96% seemed to be reflected in the group recommendations, 
1.57% was partially reflected, and 0.94% was not reflected.  
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Consistent with the finding above that the majority of evidence-based knowledge claims seemed to be 
reflected in group recommendations for groups 1 and 5, these reflected knowledge claims seemed to 
stem largely from the formal presentations in both groups (group 1: 4.77%; group 5: 9.33%). It should be 
noted, however, that of the evidence-based knowledge claims made in the presentations of group 1, the 
majority (6.46%) of these within-presentation claims were not reflected in the recommendations. The 
majority of the evidence-based knowledge claims made during the presentations in group 3 (mental 
health care systems; 3.62%) and group 10 (advocacy; 5.09%) were partially reflected in group 
recommendations. For the remaining six groups, whether references to evidence-based knowledge 
were made during formal presentations or during group discussions did not seem to change the overall 
finding that evidence-based knowledge claims were not more likely than experiential knowledge claims 
to be followed through into group recommendations.  
Table A6.7: Reflection of evidence-based knowledge from presentations and from discussions  
Evidence-based knowledge 
 




























9.71% 0 0 0.84% 
 
0.84% 





































17.37% 0 0 0 0 






0 0 0.85% 
8 - - - 
 
- 0 0 2.05% 
 
2.05% 

















6.27% 0 0 0 0 
Group number key: 1. Prevention & promotion; 2. Research & surveillance; 3. Mental health care systems; 4. Human resources 
& infrastructure; 5. Mental health & other conditions; 6. Mental Health Care Act; 7. Child & adolescent mental health; 8. 

























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Appendix 8: Detailed analysis of Phase 2: Group recommendations in policy 
outputs
8.1 Reflection of group recommendations in policy changes: Detailed analysis  
This subsection includes a detailed analysis of the reflection of breakaway group recommendations in 
policy changes. For the purposes of this and other analyses going forward, the recommendations made 
by the groups at the national summit were re-categorised according to the themes they most 
corresponded to, as opposed to the theme of the specific breakaway group in which they were made. 
This allowed for a more accurate comparison of group recommendations made at the summit and the 
changes made to the policy after the summit. In some cases, group recommendations pertained to more 
than one theme and were counted in both. Thus, the total number of recommendations increased from 
the actual (N=125) to the thematically categorised (N=136).  
Those groups that did engage directly with the policy only reviewed the Areas for Action section relating 
to their theme, while others engaged with the draft summit declaration with the goal of adding 
recommendations for actions. As such, only those policy changes made to the Areas for Action and the 
Role and Responsibilities sections of the policy document were included in this comparative analysis. In 
addition, none of the summit or group recommendations related to changing or adding definitions to 
the Glossary section. Notably, as shown in section 4.2 (Chapter 4), this is one of two sections in which 
there were the most changes in the post-consultation policy.    
As shown in Table A8.1 below, the reflection of group recommendations in policy changes was coded 
along four possibilities: i) directly reflects  a change or addition to policy document that can be linked 
to the group recommendation/s; ii) partially reflects  group recommendation/s relates to the same 
issue or theme or is consistent with the direction / nature of the change; iii) group recommendation/s 
are not reflected in any way  unrelated in content to the policy change; iv) contrary  the policy change 
seems contrary to or contradicts what was recommended. In terms of the direct reflection code, even 
where wording and nature of the group recommendation seemed to have a direct association with the 
policy change, this finding has limited interpretation in terms of attribution of causality, as discussed 
above. Table A8.1 has been structured such that those issues with recommendations most reflected 
(directly and/or partially) in policy changes appear at the top, with decreasing proportions of reflection 
moving down the table. Thereafter, the rows are listed in ascending order according to the number of 
recommendations made (and therefore not reflected), to demonstrate the extent to which issues were 
not reflected in relation to the number of recommendations made about them. 
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The majority (n=115; 84%) of group recommendations (N=136) did not seem to be reflected in any way 
in the changes made to the draft policy following the national summit. There were a handful of 
instances (11%) where the group recommendation seemed to relate to the same issue or theme as the 
policy change, or was consistent with the general spirit of the change. Some group recommendations 
relating to funding, infrastructure, monitoring and evaluation, mental health systems, governance, 
prevention and promotion, and human resources were either directly or partially reflected in policy 
changes. These are listed in detail in Appendix 14.  
It is notable that although many of the group recommendations pertaining to infrastructure did seem to 
be aligned with additions to the policy following the summit, this was also the one theme for which a 
policy change directly contradicted the group recommendations. The summit groups recommended that 
no new stand-alone psychiatric hospitals should be built. However, one of the changes to the policy, 
under Organisation of Services, was the deletion -alone hospitals will be 
of the activities associated with the implementation priorities, to build a new psychiatric hospital in 
Mpumalanga. No other policy changes seemed to be contrary to what was proposed by the groups at 
the national summit.   
For the majority of group recommendations, therefore, there appeared to be no corresponding changes 
made to policy following the summit. Although it could be the case that the group recommendations 
were simply aligned with existing policy content, the lack of correspondence between the changes that 
were made to the draft policy following the summit and the recommendations put forward at the 
summit, is interesting. If, as will be explored in the next section, the group recommendations were not 
aligned with the draft policy, this suggests that inputs made at the consultation summits differed from 
policy content but were nonetheless not used to inform the policy  at least not in any direct way. A 
detailed description of the policy changes and group recommendations that did not seem to correspond 
is provided in Appendix 14.  
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Quality assurance 1 0 0 0 1 
(100%) 
0 
Mental health & other 
conditions  












Mental Health Review 
Boards  






















Culture & mental 
health  




Child & adolescent 
mental health 




Advocacy & user 
participation 
20 1 0 0 20 
(100%) 
0 








* Only policy changes in the Areas for Action and Roles and Responsibilities sections were included in this analysis 
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8.2 Reflection of group recommendations in draft policy: Detailed analysis 
As previously noted, the breakaway group recommendations were re-categorised according to most 
relevant theme for the purposes of the analysis. These were then compared with the corresponding 
sections in the draft policy that was available at the summit. In Table A8.2 below, themes are depicted 
as being addressed in the draft policy as a stand-alone section, as content within sections, or not at all 
(third column). As discussed above, the recommendations were only compared with the Areas for 
Action and Roles and Responsibilities sections in the pre-consultation draft of the policy.   
Group recommendations were determined to be reflected in the draft policy when the areas for action 
identified in both the recommendations and the policy were broadly aligned. This is shown in the fourth 
column of Table A8.2 below. The issues are ordered in decreasing order, with the themes for which the 
most group recommendations were broadly reflected in draft policy appearing at the top of the table. 
Those themes for which a recommendation was determined to correspond with content in the draft 
policy, but which required a change to that content, are shown in the fifth column in Table A8.2. The 
final column in Table A8.2 shows those group recommendations which were considered not to be 
reflected in the draft policy. Coding definitions can be found in the coding framework in Appendix 4.  
Just over a third (37%) of the 136 group recommendations put forward at the national summit seemed 
to be reflected in the draft policy. The only two recommendations made by summit groups regarding 
medicines, equipment and protocols, and regarding quality assurance were captured in existing policy 
content. The majority of recommendations regarding governance (80%), prevention and promotion 
(71%), intersectoral collaboration (67%) and mental health systems (56%) seemed to be broadly 
reflected in the draft policy. Interestingly, only two of these areas  prevention and promotion, and 
mental health systems  were identified as key topics for discussion in the national summit breakaway 
groups.  
It is also worth noting that the content of the presentation given in the prevention and promotion 
breakaway group at the summit  notably, by the Chair of this group session  was identified as having 
been deliberately structured around the format and content of the existing policy draft. This may 
explain why so many of the recommendations put forward around this theme were reflected in the 
draft policy, and why there were no explicit recommendations for changes to existing content.  
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Table A8.2: Reflection of group recommendations in draft policy  
Theme Total group 
recommendations  
Reflected in policy (as 
own section, within 
other sections, or not 
at all) 
Number of group 
recommendations 
broadly reflected in 
draft policy 




Number of group 
recommendations 























































Advocacy & user 
participation 

















































Culture & mental 
health  









Care Act  







Review Boards  
3 Content within 
sections 
















Mental health & 
other conditions  












Just over half (51%) of the 136 group recommendations put forward at the national summit were 
determined to not be reflected in the draft policy content in any way. The majority of recommendations 
regarding suicide prevention (100%), Mental Health Review Boards (100%), Mental Health Care Act 
implementation (100%), culture and mental health (90%), child and adolescent mental health (85%), 
research (71%), and advocacy and user participation (55%). A brief description of the remaining group 
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recommendations which had either required changes to, or had not been reflected in, the draft policy is 
included in Appendix 14.  
8.3 Reflection of group recommendations in implementation plan: Detailed analysis 
Findings from the comparative analysis of the group recommendations with the eight-point Strategic 
Plan (implementation plan) are presented in this section. Note that although there were eight priorities 
for implementation on the Strategic Plan, some of these reflected a combination of more than one 
theme. Hence the greater number of implementation priorities reflected in the analysis going forward, 
than were included on the Strategic Plan in the policy document. 
Limitations about the inferences that can be drawn about numerical comparisons across summit 
outputs and implementation activities are acknowledged. The number of recommendations associated 
with a particular theme is not necessarily an indication that the corresponding theme was a more 
pressing or priority issue. Other explanations include that the theme lent itself to more tangible action 
outputs, or that a particular group was more detailed in their recommendations. This was not 
necessarily a good thing in terms of policy consultation: policy proposals lend themselves to a particular 
kind of format, which is, by definition, broad. In addition, there were those groups that pulled together 
their recommendations into only one or two clear recommendations, which are subsequently reflected 
in the implementation priorities and/or activities. Therefore, only so much can be concluded from a 
numerical analysis. However, it does give an indication of where emphasis might have been placed, 
particularly in the case of group recommendations and key activities on the implementation plan, as 
these allowed for more detail to be captured.  
Findings from the comparative analysis of group recommendations with implementation priorities and 
key activities are shown in Table A8.3. In columns 2, 3, and 4, the total numbers of group 
recommendations, implementation priorities, and key activities that correspond to each theme are 
included. For ease of reference, the fifth column explicitly states where a particular theme was reflected 
in one of the eight priorities identified for inclusion on the implementation plan. In the final column, the 
number of group recommendations that were considered to be reflected in the key activities for each 
theme is shown in descending order (see Appendix 4 for coding definitions). Note that in some instances 
key activities were included on the implementation plan that could be coded according to a particular 
theme  such as Mental Health Review Boards  but where there was no explicit implementation 
priority associated with that same theme.  
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Table A8.3: Reflection of group recommendations in implementation priorities and key activities
Total number of group recommendations, 
implementation priorities and key activities   
Reflection of group recommendations 
in implementation plan  






(by theme)  
Total key 




priority for this 
issue? (Y/N) 
Number of group 
recommendations 
reflected in key 
activities  
Governance 5 1 2 Y 5 
(100%) 
Infrastructure 11 1 5 Y 10 
(91%) 
Mental Health 
Review Boards  
3 0 1  N 2 
(67%) 
Suicide prevention 5 
 
0 1  N 2 
(40%) 
Human resources  22 1 4 Y 8 
(36%) 
Advocacy & user 
participation 












7 1 2 Y 1 
(14%) 
Culture & mental 
health  












1 1 3 Y 0 
Mental Health 
Care Act 
2 0 1 N 0 
Funding 2 0 0 N 0 
Quality assurance 1 0 0 N 0 
Child & adolescent 
mental health 
13 0 0 N 0 
Mental health & 
other conditions  
1 0 0 N 0 
Totals 136 10 
(by theme) 
25 
(by theme)  
Y = 10  
N = 8  
41 
(30%) 
As shown in Table A8.3, the themes that seemed to be the focus of the most attention in the group-
generated summit recommendations, merely in terms of the number of recommendations by theme, 
were: human resources (n=22), advocacy and user participation (n=20), prevention and promotion 
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(n=14), child and adolescent mental health (n=13), infrastructure (n=11), and culture and mental health 
(n=10). This apparent prioritisation was reflected in the priorities identified for implementation for all 
but two of these themes: no corresponding priorities were included in the implementation plan for child 
and adolescent mental health, and culture and mental health. For child and adolescent mental health, 
there was also no key activity on the implementation plan, while one key activity partially reflected the 
culture and mental health group recommendations.  
Conversely, fewer group recommendations were put forward for the themes relating to governance 
(n=5), intersectoral collaboration (n=3), and medicines, equipment and protocols (n=1) at the national 
summit, a priority for implementation was included in the eight implementation priorities listed on the 
implementation plan. Notably, these three themes had also not been included as specific topics for 
discussion in the summit breakaway groups, but were nonetheless prioritised for implementation, while 
other summit-related topics and corresponding recommendations were not.  
Of the 136 recommendations by theme put forward by the summit group commissions, 41 (30%) of 
these were reflected in some way in the key activities included on the implementation plan. Governance 
was the only theme for which there was a specific implementation priority and for which all of the 
recommendations (n=5) were reflected in the key activities. However, these group recommendations 
were very broadly or abstractly phrased (e.g. build political will to prioritise mental health), such that 
they were easily coded as reflected in the key activities, which represented a more detailed 
operationalisation of these broad recommendations.  
Interestingly, 10 of the 11 group recommendations (91%) regarding infrastructure were reflected in 
some way in the key activities. One possible reason for this is that recommendations regarding 
infrastructure might be more concrete and therefore easily taken up as actions for implementation. 
However, for the one remaining recommendation around infrastructure that was not reflected  that no 
new psychiatric hospitals should be built  the implementation priority was in direct opposition: for a 
new psychiatric hospital to be built in Mpumalanga.  
There were neither implementation priorities nor key activities that corresponded to the following four 
themes: Mental Health Care Act implementation, funding, quality assurance, and child and adolescent 
mental health. This is perhaps most striking for child and adolescent mental health, which had 
specifically been identified as a key topic for discussion at the national summit, and for which 13 
recommendations had been made. Although there were implementation priorities for mental health 
research, and for medicines, equipment and protocols, the key activities listed under these priorities did 
not reflect the group recommendations put forward for these themes. It is possible that these 
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recommendations may have been reflected in the one other substantive addition to the final policy 
following the national summit: the Terms of Reference for key structures. This is explored next in 
subsection 8.4. Those group recommendations that were reflected in neither of these two appendices 
are also identified in the analysis that follows.  
8.4 Reflection of group recommendations in Terms of Reference: Detailed analysis 
Table A8.4 shows the number of group recommendations reflected in the Terms of Reference (ToR) 
actions (see Appendix 4 for coding definitions). These are presented in descending order.  
Table A8.4: Reflection of group recommendations in Terms of Reference actions  
Theme Total group recommendations  
(by theme) 
Number of group recommendations 





Mental Health Review Boards  3 2 
(67%) 












Mental health systems 9 3 
(33%) 
















Advocacy & user participation 20 1 
(5%) 
Medicines, equipment & protocols 
 
1 0 
Mental health & other conditions  
 
1 0 




















Results show that a total of 31 (23%) of the 136 group recommendations, by theme, that had been put 
forward at the national summit were reflected in actions included in the ToR appendix to the policy. The 
only recommendation that was made regarding quality assurance seems to have been reflected in the 
ToR actions. The only other theme for which the majority of group recommendations (67%) were 
reflected in ToR actions was Mental Health Review Boards.   
In a second level of analysis, analysis was conducted to determine how many of the group 
recommendations were reflected in at least one of the implementation-related appendices added to the 
policy, as well as how many group recommendations may have been reflected in both of these 
appendices. Of particular interest, however, was the third level of analysis done here: identifying the 
number of group recommendations per theme that had not been reflected in any way in either of these 
implementation-related appendices. Results are presented in Table A8.5 below. For all coding 
definitions relating to this analysis, see Appendix 4.  
In the second column of Table A8.5, the number of group recommendations that were reflected in both 
the implementation plan key activities and the ToR actions are presented. The numbers of group 
recommendations reflected in at least one of these documents are included, in descending order. The 
final column shows the number of group recommendations that were found to not be reflected in either 
the implementation plan or the ToR.  
Over half (55%) of the total group recommendations made at the national summit were not reflected in 
any way in either of the two implementation-related appendices. The themes of those group 
recommendations that were reflected in neither the implementation priorities and key activities nor the 
ToR actions were: child and adolescent mental health (n=13), funding (n=2), Mental Health Care Act 
implementation (n=2), medicines, equipment and protocols (n=1), and mental health and other 
conditions (n=1).  
In total, 61 (45%) of the 136 group recommendations made at the summit  just under half  were 
reflected in either the implementation key activities or the ToR actions in some way. Given the detailed 
nature  and amount  of these group recommendations, this is potentially a substantial proportion. 
Again, however, causal inferences cannot be made regarding a linear association between consultation 
inputs and policy outputs. Eleven group recommendations (8%) were reflected in both the 
implementation key activities and the ToR actions. These recommendations corresponded to the 
themes relating to human resources (n=7), Mental Health Review Boards (n=2), infrastructure (n=1), and 
suicide prevention (n=1). This could suggest that these group recommendations were particularly 
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attended to, or relevant for implementation, in terms of their inclusion in both the substantive additions 
to the final policy following the national summit. All of the group recommendations made in relation to 
governance and quality assurance were reflected in at least one of these appendices, while more than 
half the group recommendations were captured for infrastructure (91%), Mental Health Review Boards 
(67%), and mental health systems (67%).  
Table A8.5: Reflection of group recommendations in implementation-related appendices  
Theme Total group 
recommendations  
(by theme) 
Number of group 
recommendations 
reflected in both ToR 
and key activities 
Number of group 
recommendations 
reflected in either ToR 
or key activities 
Number of group 
recommendations 
reflected in neither ToR 
or key activities 
Governance 5 0 5 
(100%) 
0 
Quality assurance 1 0 1 
(100%) 
0 
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0 0 1 
(100%) 
Mental Health Care 
Act 
2 0 0 2 
(100%) 
Funding 2 0 0 2 
(100%) 
Child & adolescent 
mental health 











Appendix 9: Detailed analysis of Phase 3: Summit recommendations in policy
outputs
9.1 Reflection of summit recommendations in policy changes: Detailed analysis 
The findings of the analysis of the reflection of summit recommendations in policy changes are 
presented in Table A9.1. In the second and third columns of Table A9.1 below, the total number of post-
summit recommendations and the total number of policy changes are reflected, respectively. The fourth 
column fourth column shows the number of post-summit recommendations that were determined to be 
broadly reflected in detail in the policy changes, while the fifth column shows the number of post-
summit recommendations broadly reflected in policy changes. The number of post-summit 
recommendations per theme which were not reflected in any policy changes is shown the final column. 
For ease of reference going forward, post-summit recommendations will be referred to as summit 
recommendations, unless otherwise stipulated.  
None of the summit recommendations were reflected in detail in the policy changes, as shown in 
column 4. Just over half (58%) of the summit recommendations seemed to be broadly reflected in 
changes made to the policy following the summit (column 5). Given the broad scope of these 
recommendations, however, and the specific micro-detail of policy changes associated with that theme, 
it seems unlikely that the change was made to the policy directly as a result of the summit 
recommendations. Nonetheless, each one of the recommendations made in relation to the following 
themes were determined to be reflected  in broad terms  in the policy changes: prevention and 
promotion, monitoring and evaluation, mental health systems, infrastructure, Mental Health Review 
Boards, and funding.  
Summit recommendations were made regarding culture and mental health, suicide prevention, quality 
assurance, and medicines, equipment and protocols. However, no changes were made to content of the 
policy relating to these issues (column 6). For the remainder of the themes shown in Table A9.1, no 
post-summit recommendations were made, negating comparison with policy changes around these 
themes. The actual summit declaration recommendations that were considered to not be reflected in 
changes made to the policy following the national summit are listed, by theme, in Appendix 14.  
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Research  
 
0 0 - - - 
Child & adolescent 
mental health 
0 0 - - - 
Mental health & 
other conditions  
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9.2 Reflection of summit recommendations in draft policy: Detailed analysis 
Table A9.2 shows which summit recommendations were broadly reflected in draft policy content (fourth 
column), which recommendations represented a change or addition to be made to the policy (fifth 
column), and whether this change was made (sixth column). Where the issue was reflected in the draft 
policy  as a stand-alone section or as content within sections  is shown in the third column of the 
table. Coding definitions are included in Appendix 4. 
As seen in Table A9.2, the majority (75%) of post-summit recommendations seemed to be broadly 
reflected in the draft policy content that was available for discussion at the national summit. It is again 
important to note that the summit declaration recommendations were very broadly stated, such that 
they could be said to be reflected in more detailed policy content around a particular area, regardless of 
whether there was intentional alignment or not. It is notable, however, that three (25%) summit 
recommendations were considered to require a change to existing policy content, but none of these 
changes were made following the summit. These related to suicide prevention, Mental Health Review 
Boards, and medicines, equipment and protocols.  
The summit recommendation pertaining to suicide prevention  establishing a national suicide 
prevention programme  represented an addition that could be included in the final policy, where no 
such content existed before. This addition, however, was not made. Conversely, a statement regarding 
Mental Health Review Boards was added to the final policy following the summit, regarding their role in 
advocating for the needs and human rights of mental health service users. However, this addition does 
not correspond to the summit recommendation that Mental Health Review Boards be better 
 policy content; the addition 
also did not appear, however, in the final policy.   
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Table A9.2: Reflection of post-summit recommendations in draft policy  
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9.3 Reflection of summit recommendations in implementation plan: Detailed analysis 
Table A9.3 presents findings from the analysis of the reflection of summit declaration recommendations 
in the implementation plan. In Table A9.3, the total number of post-summit recommendations, 
implementation priorities, and key activities, by theme, are presented in columns two, three and four 
respectively. The fifth column shows whether a priority was included on the implementation plan for 
each theme. The final column includes the number of post-summit recommendations that were 
determined to be broadly reflected in the key activities associated with each implementation priority. In 
general, where key activities on the implementation plan corresponded to summit declaration 
recommendations, the former were usually more detailed than the latter, and represented the 
operationalisation of the summit declaration recommendations.  
The eleven recommendations included on the summit declaration as a result of summit discussions 
roughly reflected the topics chosen for discussion at the national summit  with the exception of child 
and adolescent mental health, advocacy and user participation, and research. However, advocacy and 
user participation and research nonetheless seemed to be identified as priorities for inclusion on the 
implementation plan. The only issue that did not seem to get prioritised in either the summit outputs or 
policy appendices, then, was child and adolescent mental health. Other issues that had been put 
forward as one of the eleven recommendations on the summit declaration but which were not included 
as implementation priorities were Mental Health Review Boards, suicide prevention, quality assurance, 
culture and mental health, and funding.   
The majority (75%) of the post-summit recommendations were broadly reflected in the more detailed 
key activities on the implementation plan that were associated with particular implementation 
priorities. As noted earlier in this subsection, no strong causal inferences can be made in this regard, in 
the sense that these themes are commonly identified as particularly pertinent in terms of mental health. 
Thus, the fact that these themes are reflected through summit recommendations into key 
implementation activities may not have been a direct follow-through from summit to final policy 
outputs. It is somewhat more conclusive to make inferences about what was left out of the 
implementation priorities and key activities, despite featuring as key issues in summit recommendations 
 particularly those recommendations that were added to the declaration at the end of the summit.   
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Table A9.3: Reflection of post-summit recommendations in implementation priorities & key activities  
 Total number of summit recommendations, 
implementation priorities and key activities   
Correspondence between summit 
recommendations & implementation 
priorities and key activities 
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Is there a 
corresponding 
implementation 






























1 1 3 Y 1 
(100%) 
Mental Health 
Review Boards  








1 0 0 N 0 
Culture & 
mental health  












0 1 1 Y - 
Governance 
 





1 1 Y - 
Mental Health 
Care Act 




0 0 0 N - 
Mental health & 
other conditions  





25 Y = 10 
N = 8 
9 
(75%) 
Only three summit recommendations were considered to not be reflected in key activities, for each of 
the following themes: quality assurance, culture and mental health, and funding. While there is a key 
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activity relating to culture and mental health, this pertains to indigenous language competency of 
mental health care professionals. Since the post-summit recommendation referred instead to 
strengthening links with traditional healers, this is shown as not reflected in the implementation plan. 
The remaining summit recommendations that were not followed through or reflected in the 
implementation plan are detailed in Appendix 14.   
9.4 Reflection of summit recommendations in Terms of Reference: Detailed analysis 
Table A9.4 shows the number of Terms of Reference (ToR) actions relating to particular themes (n=32), 
and the number of post-summit recommendations per theme that were determined to be reflected in 
these ToR actions (see Appendix 4 for coding definitions). In general, there were more ToR actions per 
theme than there were summit recommendations. Again, determination of alignment was based on a 
broad matching of general topic areas, given the more broadly stated recommendations and the more 
detailed ToR actions.  
The majority (83%) of post-summit recommendations were reflected in ToR actions. There were only 
two recommendations that did not correspond to content in the ToR in some way: infrastructure, and 
medicines, equipment and protocols. The post-summit recommendations around medicines, equipment 
and protocols related to implementing the Health Sector Mini Drug Master plan, while the 
vely in the 
Strategic Plan, as discussed earlier.  
There were also instances where key activities on the ToR addressed issues that had been discussed at 
the national summit, but which had not been included as post-summit recommendations on the summit 
declaration. This was the case for research, advocacy and user participation, Mental Health Care Act 
implementation, governance, child and adolescent mental health, and mental health and other 
conditions.  
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Table A9.4: Reflection of post-summit declaration recommendations in Terms of Reference actions 




Total Terms of Reference 
actions (by theme)  
Number of post-summit 
recommendations 
reflected in Terms of 
Reference actions 
Human resources  2 5 2 
(100%) 
Prevention & promotion 1 3  1 
(100%) 
Monitoring & evaluation 1 2 1 
(100%) 
Mental health systems 1 6 1 
(100%) 
Culture & mental health  1 1 1 
(100%) 
Mental Health Review 
Boards  
1 3 1 
(100%) 












1 1 0 
Medicines, equipment & 
protocols 
1 0 0 
Research  
 
0 1 N/A 
Advocacy & user 
participation 
0 2  N/A 
Mental Health Care Act  
 
0 1 N/A 
Governance 
 
0 1 N/A 
Intersectoral collaboration 
 
0 0 N/A 
Child & adolescent mental 
health 
0 1  N/A 
Mental health & other 
conditions  
0 1 N/A 
Totals 12 32 10 
(83%) 
The second part of the analysis considered whether post-summit recommendations were reflected in 
either the implementation plan priorities and key activities or the ToR actions  thereby suggesting that 
the summit recommendations may have informed, or at least were aligned with, the new additions 
made to the mental health policy following the national summit. Of particular interest in this analysis 
was to identify any summit recommendations that were reflected in neither the implementation plan 
nor the Terms of Reference. These findings are presented in Table A9.5.  
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In Table A9.5, a comparison of summit recommendations with implementation plan key activities and 
ToR actions is shown according to three categories: i) number of recommendations reflected in both 
implementation plan and ToR (third column); ii) number of recommendations reflected in either the 
implementation plan or the ToR (fourth column); and iii) number of summit recommendations reflected 
in neither the implementation plan nor the ToR. Themes are listed in descending order according to the 
number of summit recommendations that were included in at least one of the two appendices.  
All of the post-summit recommendations were reflected in at least one of the new implementation-
related appendices added to the policy following the consultation summit. More than half of these 
(58%) were broadly reflected in both the implementation plan key activities and ToR actions. Arguably, 
where recommendations were reflected in both of the additions to the final policy following the 
summit, this suggests that these were considered important for implementation. Those issues for which 
summit recommendations were reflected in only one of these documents were culture and mental 
health, funding, quality assurance, infrastructure, and medicines, equipment and protocols.  
The purpose of this analysis was to trace knowledge inputs across summit inputs and outputs to 
determine whether and how the policy consultation informed policy. Limitations with respect to 
assuming causal, linear links between summit content and policy content have been highlighted. 
However, there were instances where issues were not included in recommendations put forward from 
the national summit but were nonetheless added to the policy in some way following the summit. This 
could suggest a disconnect between consultation priorities and what was ultimately prioritised in the 
policy. For example, no post-summit recommendations were included for research, advocacy and user 
participation, Mental Health Care Act implementation, governance, intersectoral collaboration, child 
and adolescent mental health, and mental health and other conditions. However, each of these issues 
were reflected in one or both of the implementation plan and ToR appendices added to the policy 
following the summit.  
Another interpretation of these findings is that it reflects the tension between the necessity of capturing 
a great deal of detailed input in broad summit recommendations, and the level of detail required in 
implementation plans and activities. The follow-through of issues from their identification as key topics 
for discussion at the national summit through to summit declaration recommendations, through to 
policy content and implementation-related activities is explored in the next subsection.  
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Table A9.5: Reflection of post-summit recommendations in Terms of Reference actions and 
implementation key activities 




Number of post- 
summit 
recommendations 
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Number of summit 
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0 N/A N/A N/A 
Advocacy & user 
participation 
0 N/A N/A N/A 
Mental Health Care Act 
 
0 N/A N/A N/A 
Governance 
 
0 N/A N/A N/A 
Intersectoral 
collaboration 
0 N/A N/A N/A 
Child & adolescent 
mental health 
0 N/A N/A N/A 
Mental health & other 
conditions  
0 N/A N/A N/A 





9.5 Reflection of mental health issues across all summit inputs and policy outputs 
Table A9.6 shows the prioritisation of issues across the summit breakaway groups, summit declaration 
recommendations, policy content, policy changes, implementation priorities and key activities, and 
Terms of Reference actions. In this analysis, an issue was coded as reflected simply by virtue of its 
appearance in content relating to that issue  as opposed to reflecting the actual content of group or 
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summit recommendation made in relation to this issue. Table A9.6 is colour coded to show reflection or 
lack thereof of issues across documents. Blue coding indicates all instances where any content related to 
a particular was included in a document; grey indicates where an issue is not reflected in any content 
within a particular document.  
Eighteen themes were identified in this analysis. Of these, 13 were chosen as themes for discussion in 
the summit breakaway group commissions (with some being combined in one group commission) and 
had a number of associated group recommendations. Interestingly, four issues that had not been 
predetermined as themes for discussion in the summit groups had nonetheless been flagged as priority 
issues in the draft summit declaration that was available at the start of the summit. This may be 
precisely because they had already been included on the pre-drafted summit output. As shown in the 
third column of Table A9.6, these were medicines, equipment and protocols, governance, intersectoral 
collaboration, and funding. 
As shown in the fourth column of Table A9.6, a number of breakaway group topics did not get taken up 
in the recommendations added to the summit declaration at the end of the summit, despite a number 
of group recommendations being made in relation to these themes. This was particularly the case for 
advocacy and user participation, research, and child and adolescent mental health. (Note: although 
there appears to be no post-summit recommendation for Mental Health Care Act implementation, there 
was a corresponding recommendation relating to Mental Health Review Boards, which was considered 
to represent the operationalisation of this topic. In addition, no specific post-summit recommendation 
reflects for mental health and other conditions. However, the group recommendations made from this 
breakaway group topic were largely related to prevention and promotion and to human resources, and 
were thus considered to be reflected elsewhere. This is the case across the remainder of this analysis). 
There were five issues that were consistently reflected across all the summit group commissions, the 
pre-summit declaration text, the post-summit declaration recommendations, as a priority on the 
implementation plan, and in the implementation key activities. These were prevention and promotion, 
monitoring and evaluation, human resources, mental health systems, and infrastructure. With the 
exception of those themes already discussed above, the remaining issues were all addressed in some 
















































































































































































































































































































































































































































































































































































































Appendix 10: Provincial summit recommendations  
Free State: summit report 
(PowerPoint presentation with bullet point recommendations per breakaway group)  
Prevention and promotion 
 No specific recommendations. 
Research and monitoring and evaluation  
 Avail funding for tertiary institutions to do research in mental health. 
 Dissemination of research findings at all levels  provincial research database on mental health. 
 Strengthening monitoring and evaluation in mental health.  
Mental health systems (primary health care re-engineering)  
 Make mental health care an integral part of primary health care reengineering (school health and family health teams). 
 Integrate mental health into other programmes such as maternal and child health services, communicable and non-
communicable diseases, HIB/AIDS and TB.  
 Strengthen implementation of community-based mental health services, including group homes, boarding houses, support 
groups, sheltered employment and independent living. 
 Designate care and rehabilitation for persons with intellectual disabilities.  
 Prioritise funding for rehabilitation services in health care establishments.  
Infrastructure 
 Do not build another tertiary psychiatric hospital as this is a more expensive option. 
 Decentralise services to the districts and maintain the Free State Psychiatry Complex as the only tertiary institution. 
 Designate more regional hospitals to provide services for adults and children.  
 All regional hospitals must benefit from the revitalisation grant and be upgraded as designated mental health care units. 
 72-hour facilities must have acute observation rooms which are properly modified for the purpose. 
 Utilise the revitalisation grant to fund the upgrading of all 72 hour services to improve compliance and security. 
 National Department of Health to speed up the process on completion of norms and standards on mental health care 
services.  
Human resources  
 Free State University Faculty of Health Sciences to provide courses on specialised psychiatric services. 
 The Free State Psychiatry Complex to re-open its nursing school to provide training for Advanced Psychiatric programme, as 
well as child psychiatry.  
 Every health establishment must have a mental health coordinator.  
 All health practitioners/providers need to be trained on mental health care issues.  
 National together with provinces should review practitioner/provider-patient norms for the development of staff 
establishments.  
 Security officers  posts to be graded to ensure appropriately qualified personnel for mental health care facilities. 
 Consider paying danger allowance for those staff employed in mental health facilities.  
 Create the Provincial Mental Health Directorate. 
 Develop policies to enable employer-initiated, preventative support service against mental illness.  
 Appoint psychiatrists at provincial level for districts using National Tertiary Services grant.  
Mental health and other conditions  
 No recommendations.  
Mental Health Care Act 
 Protect the independence of the Mental Health Review Boards.  
 Centralise the administration of Mental Health Review Boards in the Mental Health Directorate at provincial level.  
 The Mental Health Care Act and regulations must empower Mental Health Review Boards to enforce implementation 
thereof. 
 Necessary amendments to address gaps identified to be effected, like silence of the administration of oaths and child and 
mental health services.  
 Standardise remuneration for Mental Health Care Review Boards countrywide. 
 Empower and strengthen the relationship with the South African Police Services.   
Child and adolescent mental health services  
 Decentralise in and out patient child and adolescent mental health services to the regional and district hospitals.  
 Child and adolescent mental health services should be integrated into primary health care re-engineering.  
 Train educators to identify early behavioural, emotional and psychosocial symptoms of mental illness. 
432 
 Prioritise training in child psychiatry as a discipline in the Department. 
Vigorous marketing of child and adolescent mental health services.
Culture 
 No recommendations.  
Suicide prevention  
 No recommendations.  
Advocacy (subsumed in report under prevention and promotion) 
 Improve community awareness through all forms of media. 
 Establishment of support groups for users and family members.  
Intersectoral collaboration 
 Strengthen intersectoral collaboration.  
Gauteng: oral feedback at national summit; no report received  
Commissions (9) 
1. Promotion and prevention, advocacy, social mobilisation, user and community participation.  
2. Culture & indigenous mental health practices. 
3. Suicide prevention. 
4. Mental health research, innovation & surveillance.  
5. Mental health systems, including primary health care, community-based mental health, information, finance and referral 
systems. 
6. Mental Health Care Act. 
7. Infrastructure, human resources, equipment and psychosocial rehabilitation. 
8. Mental health and other conditions. 
9. Child and adolescent mental health and forensic services.  
Prevention and promotion 
 There should be a promotion of mental well-being and prevention of mental illness, by way of cross-sectoral collaboration 
between government departments in partnership with all stakeholders.  
 We should strengthen and implement measures to reduce the preventable causes of mental health problems, such as 
comorbidity, suicide prevention and causes of harmful stress, violence, depression, anxiety, alcohol abuse, and other 
substance abuse disorders through a multi-pronged communication strategy, early detection and screening.  
 We should also improve financial support and reporting of NGO's providing services in the field of mental health.  
Research and monitoring and evaluation 
 Commission and support appropriate metal health research through funding and training of all health professionals.  
 We should also coordinate all research by the establishment of district research committees which include all our 
stakeholders.  
Mental health systems  
 There should be an integration of mental health in the reengineering of the primary health care. 
 We want to see implementation of the mini drug master plan in a comprehensive and integrated manner.  
 The initial services should include mental health and psychiatry at all levels of care.  
 We also said we should create and support centres of excellence in specialised psychiatric units, dealing with neuro-
psychiatry, HIV and mental illness, addiction psychiatry, child and adolescent psychiatry and forensic psychiatry. 
 We should also improve referral procedures by ensuring that all facilities provide clearly defined services package, which 
the public is familiar with. Leading to this is a referral system from within and from outside that is known and acceptable. 
 The implementation of mini-drug master plan in a comprehensive and integrated manner, but also the reinventing of the 
budget for the mental health care services so it's not used for other things you know like us, in Gauteng, we can end up 
paying suppliers instead of doing these things. 
Infrastructure  
 We should also improve infrastructure at all existing and planned mental health facilities, in accordance with the 
infrastructure standards for effective care, treatment and rehabilitation.  
 We should increase the number of beds in maximum secure units for forensic services, for adults and adolescents, but also 
establish at least one secure child and adolescent service in the province. We said a specialised psychiatric hospitals should 
be reclassified as tertiary hospitals with appropriate staff establishment and should report to the chief director hospital 
services, as part of an integrated health services.  
Human resources  
 We should improve human resource management, design recruitment, retention, education and training programmes, to 
create sufficient and competent multi-disciplinary work force by including mental health in the curricular of all health 
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professionals training, compulsory continuous professional education, and training programmes for the mental health work 
force.  
We should also increase specialised mental health professional staff establishment in accordance with revised norms and 
standards guidelines and service demands.  
 Primary care providers must be supported and trained to improve access. 
 We should include psychiatric services in the national tertiary services grant. I know that this is against policy but it's 
something that we want to drive, as a result in other capacities. We also want to influence that this should be looked into 
thoroughly. 
 We must engage with the department of correctional services, to ensure that their hospital staff are trained, have skills to 
manage those patients with basic mental health conditions, and state patients who are waiting for beds at designated 
hospitals. 
Mental health and other conditions  
 No specific recommendations.  
Mental Health Care Act 
 With regard to the mental health care act number seventeen and other pieces of legislation, we said mental health policies 
and guidelines, in accordance with legislation which sets standards for mental health services, and uphold human rights, 
must be further formulated, disseminated, and implemented.  
 Specialist mental health professionals and other relevant stakeholders, must be involved in a review of the norms and 
standards and the plan that must be integrated and should be holistic.  
 The incorporation of the international rights of children, adolescents and of all the persons into mental health legislation. 
 Other people with mental health problems, effective and comprehensive care and treatment in a range of settings and in a 
manner which respects their healthcare needs and protects them from neglect and abuse.  
Child and adolescent mental health care  
 We also said we should create and support centres of excellence in specialised psychiatric units, dealing with neuro-
psychiatry, HIV and mental illness, addiction psychiatry, child and adolescent psychiatry and forensic psychiatry. 
Culture
 No specific recommendations.  
Suicide prevention   
 No specific recommendations.  
Advocacy   
 Mental reviewing of the publishing as a whole must be promoted by measures which aim to create a wellness and positive 
change for individuals and families, communities and civil society, educational and working environment, and all sphere of 
government by using all forms of media.  
 We should also eliminate stigma and discrimination and enhance inclusion by increasing public awareness and empowering 
people at risk, to participate fully and equally in society. 
 To this end public and private institutions must be made responsible for protecting and upholding the rights of mental 
health care users.  
 
KwaZulu-Natal: summit report 
(3-page document with bullet point resolutions)  
Unknown number of commissions based on summit report 
Prevention and promotion 
 No specific recommendations.  
Research and monitoring and evaluation 
 Request for the review of the mental health information systems within district health information systems (DHIS) and its 
implementation supported. 
 Encourages the creation of a formal mental health research platform for the province. 
Mental health systems  
 Require the inclusion of mental health services within clinical governance at all levels of care. 
 Urge for the integration of mental health services across all levels of care from the re-engineered Primary Health Care 
(PHC) system to the quaternary (central) hospital level. 
 Call for the review and implementation of a comprehensive and multi-disciplinary post establishment for mental health 
 Call for the development and implementation of decentralised regional mental health services in order to improve access 
to general and specialised mental health programmes such as child & adolescent, forensic, and substance abuse services to 
all citizens. 
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 Request for improved access to tertiary level of care by developing tertiary psychiatric services in the three health areas 
supported by appropriate funding and resource allocation. 
Ask for the establishment and implementation of appropriate referral pathways for mental health which facilitate the 
provision of a continuum of care that include prevention, promotion, early detection, treatment, rehabilitation, and 
aftercare services. 
Infrastructure  
 Call for the development and implementation of updated, evidence-based protocols and treatment guidelines on the 
following areas: acute & chronic psychiatric care, detoxification, child and adolescent mental health services, forensic 
services and dual diagnosis with defined packages of services for each level of care. 
 Request for the review of the Essential Drug List (EDL) taking into consideration prescriber levels, access, availability, safety, 
and cost at all levels of care. 
Human resources  
 Request for on-going training and development programme for mental health at all levels of care and across all disciplines, 
linking it to the human resource (HR) strategy with appropriate costing and supporting a task-shifting approach. 
 Call for the development of infrastructure plan for mental health across all levels of care in line with the Service 
Transformation Plan (STP) and the implementation of the National Health Insurance. 
 Stress the need to establish multi-disciplinary community mental health teams as well as specialised mental health 
outreach programmes to support primary and secondary levels of mental health care. 
Mental health and other conditions  
 No specific recommendations.  
Mental Health Care Act 
 Call for the review of the composition, functioning and remuneration of and control measures for Mental Health Review 
Boards (MHRBs). 
 Call for the full implementation and enforcement of the legislative requirements of the Mental Health Care Act No. 17 of 
2002 by 2014. 
Child and adolescent mental health care  
 Call for the development and implementation of decentralised regional mental health services in order to improve access 
to general and specialised mental health programmes such as child & adolescent, forensic, and substance abuse services to 
all citizens. 
Culture
 No specific recommendations.  
Suicide prevention   
 No specific recommendations. 
Advocacy   
 Support the improvement of mental health literacy both at public and professional levels. 
 Urge for the building of a strong advocacy movement for mental health which is driven by users in order to combat stigma 
and discrimination and to ensure that the human rights of all mental health care users (MHCUs) are upheld. 
Intersectoral collaboration  
 Encourage for formal and official integration of mental health within existing frameworks to ensure inter-sectoral 
collaboration for the implementation of mental health services. 
Governance 
 Call on the Department of Health to recognize Mental Health and Substance Abuse as a priority programme both at 
provincial and national levels. 
 Call for the finalization of the National Mental Health Policy to guide the development of the Provincial Mental Health 
Policy. 
 Stress the need to develop and implement a Provincial Strategic and Implementation Plan for mental health service 
delivery. 
Limpopo: oral feedback at national summit; no report received 
Commissions (5) 
1. Forensic mental health services including Mental Health Care Act and Criminal Procedures Act. 
2. Advocacy & social mobilisation, including suicide prevention and governance structures. 
3. Community-based mental health services, including culture and faith-based practices.   
4. Integration with other programmes.  
5. Resourcing of mental health services.  
Prevention and promotion 
 No specific recommendations. 
435 
Research and monitoring and evaluation
 Lack indicators in our APP's in the provinces, is of critical importance. In our province, we are looking at 2013/2014 financial 
year, our DHP' and our APP shall have the indicators on mental health services.
Mental health systems  
 Our services have been centralised, but now our plan now is to decentralise it even at the level of primary health care. 
 We also need to start looking at the role of one stop centres, which many a times our people don't understand when we 
are say we need to establish one stop centres, what do we mean. 
 Community mental health services: We need to start having halfway house. 
 In our province, we are currently reviewing our referral policy, which we shall include mental health services, to make sure 
that our patients are being referred appropriately. 
Infrastructure  
 One of the challenges is that even those hospitals which are designated, our patients are still mixed, you find male and 
female patients still mixed in one ward and this we are urgently addressing. 
 We need to also start standardising those facilities. 
 And the technology part, the equipment which is needed there need to be standardised. 
Human resources  
 We have also found that the health care workers are also victims; many a times we forget ourselves. We forget about some 
of the colleagues who were here in the morning. We need to start looking at you know, taking care of the carers. 
 Every health practitioner, should be able to can assess mentally, a thing which is currently not happening.  
Mental health and other conditions  
 No specific recommendations.  
Mental Health Care Act 
 We actually agree that definitely there's no intersectoral collaboration; as such our resolution, we are saying we need to 
start actually immediately working together with SAPS and justice and other departments like education. 
 We are aware that in many of our facilities, in Limpopo we do have designated hospitals for seventy-two hours 
observation, except for the specialised hospitals which are three.  
 Governance structures: We have launched our Review Boards. 
 Almost all our facilities don't really comply appropriately with the Act, and we shall make sure that we comply. 
Child and adolescent mental health care  
 We need to have a special unit for child mental health services in the province, which we haven't been having for quite 
some time. 
Culture
 Culture, faith, and then the role of traditional leaders: It's known that Limpopo is notoriously known about you know 
witchcraft, and we shall not, we shall not ignore such kind of very important belief amongst our people. As such as the 
department we are actually starting to talk to our traditional leaders, and the traditional health practitioners to make sure 
that we also understand. 
 By the way it's not one way, many a times we make a mistake, that we keep on saying we are educating and training 
traditional health practitioners, they need to also teach us, you know what they're believing in.  
 And then faith mental health services: There are many churches which are believing in trying their luck on mental health 
services. We can't ignore that. We know these are people who are easily accessible, you know in terms of a- of need. And 
as such, we are suggesting that we need, even in the next level of summit, we need to start actually letting these people 
participate fully. That is, traditional health practitioners, faith healers, and even our traditional leaders.  
 Also, further, our traditional leaders in the communities, are taking part in making sure that when it's mental health day 
celebration, the kings do take part. An example is in Vhembe where every year, King Tshivase celebrate that. 
Suicide prevention   
 Suicide prevention: We have found that the forms which are being used are not user friendly, therefore we are requesting 
that the forms should be standardised and also be relevant for the programme. 
Advocacy   
 Victim empowerment: We do have a victim empowerment but unfortunately you know many a times it's just hollow. We 
need to urgently make sure that they are user friendly and they are well equipped, not just, you know, one room and a 
table there, for you know discussion with a patient.  
 We are talking about job creation in general in this country, but many a times, we tend to forget those who are currently 
recuperating, who are recovering from mental illness. We need to make sure that we have got sheltered employments 
within this country. 
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Mpumalanga: oral feedback at national summit; no report received 
Commissions (6)  
1. Promotion & prevention, advocacy, social mobilisation, user and community participation.  
2. Mental health systems.  
3. Infrastructure and resources.  
4. Child and adolescent mental health.  
5. Culture & indigenous practices.  
6. Suicide prevention.  
Prevention and promotion 
 That a clear mental health care strategy be developed for strengthening community based health promotive and 
preventive interventions to ensure the improvement of the health status of communities, and develop clear policies on 
community based organisations and NGO's involvement. 
Research and monitoring and evaluation 
 We must also have integration of mental health care indicators into the district health information system, and other 
systems. So, let's capture mental health into our information systems that we have. 
Mental health systems  
 We must integrate mental health care into the three streams of primary health care reengineering. 
 So, we want to make sure that even as we address our NHI programmes, mental health care must not be left behind. So we 
want to integrate nicely into the NHI. 
 All relevant stakeholders should participate in the development of programmes, to address social economic determinants 
of ill health by inputting into the mental health care programme.  
 That communities and managers should be empowered to actively participate in the primary healthcare and school health 
outreach teams, with specific focus on mental health. 
 That a clear mental health care strategy be developed for strengthening community based health promotive and 
preventive interventions to ensure the improvement of the health status of communities, and develop clear policies on 
community based organisations and NGO's involvement. 
 We must ensure adequate allocation of resources, or finances. 
 We must establish a community based mental health service.  
Infrastructure  
 We must revitalise and custom build the three designated psychiatric units that we have in the province. 
 Involvement of mental health care practitioners in planning and decision making on infrastructure planning. We currently 
are sitting with a situation in Ermelo hospital where a psychiatric unit was built in the hospital and it doesn't conform with 
the norms and standards. So, the involvement in the planning of infrastructure is very crucial. 
 We must make sure that there're enough drugs and there's no breakage in the drug supply. 
Human resources  
 We must train and appoint mental health practitioners.  
 The death of that programme that we had in psychiatric nursing, actually has compromised us, so we need to actually get 
more into the province. 
 Appointment of mental health programme manager, district and sub district programme coordinators. 
 We must intensify training of all healthcare providers on management of mental health care users, both at hospital and 
primary health care facilities such as clinics, and community health centres. 
Mental health and other conditions  
 We felt that we must integrate mental health into the existing HIV and AIDS forums. We have the Mpumalanga AIDS 
council. We feel that they must focus not only on HIV, but also on mental health. 
Mental Health Care Act 
 We must decentralise Mental Health Review Boards from provincial into all districts. 
 If we can have only one such a hospital in the province, I know that they were saying that in every district, but we're 
advocating for just one psychiatric hospital that will actually alleviate the challenge that we have regarding forensics, 
concerning our awaiting trial prisoners. 
 And then establishment of 72-hour assessment services in all district hospitals. 
 We must have capacity building of managers and practitioners on Mental Health Care Act. 
Child and adolescent mental health care  
 We need more personnel to be trained in rendering this service.  
 We must have a formal cluster in the province to work on children and adolescent issues, involving other stakeholders.  
 The psychiatric facility must be built. The one that we are talking about, it must accommodate children and adolescent 
mental health.  
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 We thought that the province must actually do some benchmarking on child and adolescent mental health with provinces 
that have the best practice.  
And then we must also have a 24-hour forensic service for children and adolescents. They must not wait longer than that.
 And then we must improve communication between different departments and disciplines regarding child and adolescent 
mental health care. 
Culture
 Training of indigenous and western practitioners on alternative ways of treating mental health care users. We felt that it's 
important, especially if we have to bring in our traditional healers and our faith healers.  
 Strengthening the provincial, traditional medicine programme, by appointing district and sub-district coordinators. 
Suicide prevention   
 We must educate our children in schools on how to identify symptoms of suicide.  
 We must incorporate the suicidal screening tool at all our schools.  
 We must extend youth friendly clinics to the suicidal children. 
 We must strengthen the support group outreach services. 
 And strengthen the intersectoral collaboration. 
Advocacy   
 No specific recommendations.  
North West: summit report 
(30-page document with summarised paragraph recommendations and appendices tabling detailed recommendations per 
breakaway group) 
Commissions (8) 
1. Destigmatisation, mobilisation & advocacy. 
2. Community-based services. 
3. Funding of mental health services  grants, etc. 
4. Mental Health Care Act, 2002 & related legislation. 
5. Suicide & suicide intentions. 
6. Other conditions with mental health implications. 
7. Culture & traditional healers. 
8. Child and adolescent mental health care services. 
The commission recommendations were included in table form as appendices, depicting the current status, challenges or constraint, 
and remedial actions  i.e. recommendations. These were then summarised in the narrative body of the report as the 
recommendations coming from this summit. 
Prevention and promotion 
 No specific recommendations. 
Research and monitoring and evaluation 
 The Department should invest in research in mental health. 
 Monitoring of mental health services and support groups needs attention. 
 The establishment of Mental Health Forums in communities with relevant stakeholders will assist the department with the 
monitoring of services. 
Mental health systems  
 Community-based resources, e.g. halfway houses and day care centres are needed. 
 There should be a budget available for the empowerment of community health care workers. 
 Peer/social support groups should be established at community level and be strengthened. 
 Prioritise the mental health programme through equal distribution of financial resources.  
 Submit budgets in a timely manner to relevant managers for inclusion in the provincial and sub-district budgets.  
 Lobby for national grants to cover community-based services.  
 Fund NGOs to assist the Department with the mental health programme and strengthen community participation and 
development.  
 Financial management and resource mobilisation for sustainability of NGOs is another aspect that needs attention.  
 The quality of mental health services should be strengthened. 
 The strengthening of school services and deinstitutionalisation were also identified as important.  
 ly is one of the many challenges to be addressed.  
Infrastructure  
 Formulation of policies in infrastructure and uniformity in the mental health service in the country is needed and 
adherence and implementation of policies, guidelines and protocols need to be strengthened at all levels of cares. 
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 The security of patients and staff in all service points, particularly community health centre and clinic level, also needs 
urgent attention to ensure the safety of staff and patients.  
Human resources 
 Mental health staff recruitment and retention should be a priority. 
 Recruitment of scarce professionals, e.g. child psychiatrists, needs attention in terms of revisiting the package the 
Department offers. 
 The department should avail a dedicated budget for super specialists.  
 Training of staff in special fields, e.g. occupational therapy, social work and psychology, is needed to ensure the holistic 
multi-disciplinary teams at all levels.  
 Opportunities for psychiatric nurses to do advanced psychiatry should be created because there is a need for at least each 
community health centre to have a psychiatric nurse with advanced psychiatry qualification.  
 The criteria of the payment of occupations specific dispensation should be revisited at national and provincial level as a 
matter of urgency. 
 Danger allowance for all professionals who render mental health services should be considered. 
 Joint appointment of registrars with universities should be prioritised to attract specialists in the North West province. 
 Thorough training of mental health coordinators on the mental health conditions to be able to take care of users in the 
absence of medical officers should be considered.  
 Bursaries should be made available to mental health providers in order to retain them in the province. 
 Training opportunities for psychiatry staff in primary health care facilities should be created. 
 Continuous training for health workers including medical practitioners must be established.  
Mental health and other conditions  
 No specific recommendations.  
Mental Health Care Act 
 Orientation and training of police officers on implementation of the Act.  
 Corrections and amendment of the Act on some areas is necessary. 
 Implementation of the Act should be re-addressed by means of orientation sessions and workshops with staff in facilities.  
 .  
 An increase in the number of designated mental health establishments is an urgent matter, as well as the designation of 
special courts for mental health issues in other countries.  
Child and adolescent mental health care  
 Separate child and adolescent in-patient units and investing in resources were identified as areas of concern. 
Culture
 Traditional health . 
 Involve traditional healers with the multi-disciplinary team so their knowledge can be included in the treatment plan, share 
information and identify research areas. 
 Training materials should be developed for the purpose of educating traditional healers.  
Suicide prevention   
 No specific recommendations.  
Advocacy   
 Awareness raising through workshops for teachers, parents and at nursery schools. 
 Involve other stakeholders, e.g. SAPS, in awareness raising activities. 
 Make IEC material available on mental health in all languages. 
Intersectoral collaboration  
 Relationships with other departments, health programmes and other role players, e.g. traditional health practitioners, 
should be strengthened. 
 The mental health programme should work in close collaboration with others and share resources where possible. 
 Role clarification among all the stakeholders should be done. 
Western Cape: summit report 
(23-page document with narrative recommendations per breakaway group) 
Commissions (5) 
1. Patient led recovery approaches / person-centred recovery.  
2. Prevention and promotion: upstream issues. 
3. Integration with chronic disease management. 




 Improve detection of common mental disorders including substance abuse, through: 
o Screening of high risk patients (including children and adolescents) for common mental disorders including 
substance abuse.  
o Improving mental health literacy. 
 Planning for screening and expansion services.  
Research and monitoring and evaluation 
 Improve availability, quality and usage of mental health data, through: 
o Establish a mental health information system.  
o Inclusion of mental health indicators in annual performance plans.  
 Prioritise research as part of clinical care, evidence-based research that is culturally appropriate. 
 Build partnerships with other disciplines, NPOs, universities. 
 Prioritise funding. 
Mental health systems  
 Strengthening of primary level and community-based mental health services to improve prevention, rehabilitation and 
restoration of social roles.  
 Expand availability of mental health services for common mental disorders, child and adolescent services and substance 
abuse, through:  
o Expansion of child and adolescent mental health services.  
o Provision of brief interventions for clients screening positive for substance abuse. 
o Expansion of adult mental health services and programmed addressing common mental disorders. 
 Strengthen community-based mental health services for severe mental illness. 
 Expand on best practice models (e.g. using SAMISS to screen for mental illness).  
 Strengthen the link between the nurse and community care workers.  
 Provide treatment adherence support as for HIV and TB  i.e. a DOTS strategy for mental health. 
 Expand Specialist Assertive Community Teams for referral of more complex cases.  
 Find a balance between integration and specialist referral to maintain optimal quality.  
 Introduce appointment system at PHC for follow up to prevent long wait and clinic congestion.  
Infrastructure  
 Improve physical infrastructure and provide support to professionals providing mental health care service at primary health 
care. 
Human resources  
 No specific recommendations.  
Mental health and other conditions  
 No specific recommendations.  
Mental Health Care Act 
 Improve the rights of state patients and prisoners undergoing observation. 
 Improve access to legal services through the establishment of a legal resource centre for mental health care users.  
 Review consistency of the Mental Health Care Act and other Acts, and clarify relevance of other Acts to the Mental Health 
Care Act.  
 Improve compliance with the Act by providing training and accreditation for all health care facilities providing 72-hour 
assessments.  
 Revise the regulations and section 19 of the Act and strengthen the powers of Mental Health Review Boards.  
 Clarify whether private facilities are authorised to provide mental health care services for assisted and involuntary users.  
Child and adolescent mental health care  
 Expand availability of mental health services for common mental disorders, child and adolescent services and substance 
abuse, through:  
o Expansion of child and adolescent mental health services.  
Culture
 No specific recommendations.  
Suicide prevention   
 No specific recommendations.  
Advocacy   
 Promotion of recovery awareness. 
 Active measures against discrimination. 
 Consumer involvement in service feedback, planning and delivery. 
 Measures to improve accessibility to the wide range of treatment and support services that are required for recovery.   
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Appendix 11: Detailed summit breakaway group recommendations  
Group 1: Mental health promotion and prevention of mental disorders   
(Time: 6m22s) 
First and foremost was increasing the human resource to include training of all stakeholders in all sectors, because we 
find there's a lot of discourse. You train people within the department of health and then people within the department 
of education or labour do not understand what we're trying to achieve and within the NGO's perspective I think we 
actually get very confused.  
We felt that the two issues that were very prominent is foetal-alcohol syndrome as well as maternal depression. 
Within the foetal-alcohol syndrome the proposal is that programmatic interventions to address alcohol and substance 
abuse during and after pregnancy and screening brief interventions at antenatal and postnatal clinics.  
With regard to maternal depression we looked at interventions to treat maternal depression and promote attachment 
and stimulation. Within the prevention and promotion package we recommend that we train antenatal and postnatal 
service providers in mental health. We look at ongoing screening of all pregnant women for mental disorders, pre- and 
postnatal, and then the home visitation programme delivered by community care-givers, but also to utilise your social 
workers who are involved in ongoing care and services to persons with mental illness.  
With regard to your middle childhood, we looked at family strengthening which is a core component in terms of 
prevention and promotion. We looked at strengthening collaboration between the department of health, department 
of social development, as well as the department of education. While we've identified these three departments, we 
thought if there's other relevant stakeholders, if there's other relevant departments involved in terms of family 
strengthening they should also be called into this training.  
In terms of school health teams, we want to link with the community care givers who link with family champions,  
We want to include mental health into life skills curriculum at school level  
We also want to look at teacher education and support.  
In terms of adolescence, this was a huge discussion because I think most of our problems in terms of identification come 
out in terms of adolescent behaviour. School retention and out of school programmes are vital, intersectoral 
collaborations at all levels are essential and then we're looking at school health teams as part of your re-engineered 
public health system to assist with screening for mental illness and referral.  
In terms of your adult and older persons, we've combined the two to look at linking psycho-social support programmes 
and group activities with income generating projects and here we've looked at whose responsibility would this be and 
very prominently our department of social development was absent or is absent and that is a primary responsibility 
within department of social development and we also want to rope in department of labour and the recommendation 
would be for health to reach out the these departments to bring them in to provide services to adults and older 
persons.  
Work based interventions to promote employee wellness.  
Dementia is a huge issue in terms of older persons in terms of prevention, community caregivers to educate and 
support family members and assist with medication. And, a recommendation is for dementia units to be at all 
provincial level.  
There were various cross-cutting issues in our discussions of vital importance in the relevant sectors. Department of 
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social development and the department of basic education need to include policy on mental health, promotion and 
prevention in their programmes.  
Monitoring and evaluation of policy should be managed nationally, provincially and locally.  
Group 2: Mental health research and innovation, and surveillance   
(Time: 6m4s) 
Firstly, is that the DOH drive regular collaborative that's nationwide, multisite, population based surveys to establish 
the evidence for mental health service planning. This will be every five to ten years, for example as part of other 
ongoing national population based surveys so that mental health is not separate but it's included and it's part of 
ongoing or research or surveys that's already ongoing. 
The second one was to ensure that planning and provision of mental health services is evidence based. We felt 
strongly that evidence based should be incorporated or it can even include the KPAs of the hospitals, the general 
hospitals so that it can be monitored and seen where is this evidence based, is it realising? And then it can include, ag it 
can involve policy makers in planning and conduction of mental health research and it can also involve research in the 
development and evaluation of policy.  
The third one is to establish an integrated national surveillance system and appropriate monitoring and evaluation 
systems for mental health care, relevant to all tiers of health systems. This thing includes the minimum mental health 
data set and that's case definitions based on the ICD 10 codes and also the development of baseline mental health 
indicators to be included in the NSDA and routine monitoring of outcomes.  
Then there's others that I can list, electronic medical records, national mental health clinical registry, data relevant to 
cost effectiveness because we also felt that cost effectiveness is very important within research and in, for us as the 
research group.  
Then to increase resources and for us that included human as well as technical resources and that's specifically for the 
mental health research training skills as well we also brought in the evidence based practice again. So to invest in 
ongoing research training, that can be at Universities but also it can be at/on an advanced level but it can also include 
health workers and managers at all different levels.  
Then we also recommended that there should be appropriate mental health service and research funding from 
government in line with the NSDA and the WHO recommendations. The NSDA's and the national service delivery 
agreements and for this collaborative funding initiatives of research is needed. That can include local and international 
institutions, DOH and Universities, research fellowships, research programmes in key areas and then the public-private 
partnership as well.  
Then the establishment of statutory bodies to incorporate and have specific indicators on mental health, and 
examples there can be the national health research committee should incorporate specific priorities for research in 
mental health and medicines control councils should provide information on the number of trials conducted in mental 
health and it can also include, these bodies can also include the MRC, the HSRC, and the NRF as well.  
Then the last one is that we felt consideration should be given to new approaches and technology as well and this can 
include tele-psychiatry, pharmaceutical, tele-education, clinical consultations and clinical and research supervision, task 
shifting  
Group 3: Mental health systems  
(Time: 4m36s) 
The first one we looked at was mental health to be taken as a priority programme. We said that the Department of 
Health should recognise mental health as one of the top five priority programmes, both at national and local levels, 
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with clear financial planning budgeting and also to have indicators and then you do monitoring and evaluation.  
The second point is on district mental health care teams. What we are saying here is that we need to establish a 
specialist district mental health care team in each district and a team should include a psychiatrist and also a medical 
officer, preferable with, additional training, post-graduate training, to include a social worker, a clinical psychologist, a 
specialist mental health care nurse, and also an occupational therapist. And we also added that the team must have a 
vehicle and other resources and in terms of the time frames, we said that we must identify districts which have been 
identified as pilot projects for the national health insurance and we start from there and then we will increase by 
twenty-five percent every two years.  
Now, the third point of discussion looks at integration of mental health into primary health care. Here we are saying 
that we must call for the integration of mental health services across all levels of care from the reengineered primary 
health care model and to include the me/the mental health care workers, the PAC clinics, the school health, the district 
health teams, the NGO's, also needs to be brought on board and also, we must look at the referrals upwards and 
downwards.  
The next one is on referral pathways. Here we ask for the establishment of appropriate referral pathways for mental 
health which will facilitate the implementation of a continuum of care in a public health approach that will provide for 
prevention, treatment and rehabilitation services.  
The next one looks at funding. There was a discussion between whether we look at funding in terms of the burden of 
disease or we have a dedicated budget which is referenced for mental health and we ended up agreeing that we should 
be smart in this one and call for improved monitoring system where we monitor mental health activities and thus, 
indirectly, we will monitor the budget which is allocated to the programme. That is the end of our discussion, thank 
you.
Group 4: Mental health infrastructure and human resources  
(Time: 12m38s) 
The ten forensic psychiatric units in this country need to be revitalised because they are not fit for purpose, all of 
them. 
Infrastructure must not do harm to mental health care users and it must be fit for purpose across all levels of care and 
be based on clinical needs and service package including academic institutions.  
We need to decentralise mental services down to original district, primary and community levels and definitely make 
sure that we treat mental health care users nearer their homes as a key principle.  
We need to provide for, the group here wanted to refer to gender, I mean gender groups, not population groups, so we 
must provide for children, adolescents and older persons  
We need to build facilities according to mental health requirements from the start with proper maintenance plans 
because it's recommended that it's cost effective to do so unlike having to go back and renovate and correct mistakes.  
Also, as part of the principles, that mental health infrastructure must uphold and reflect human rights of mental 
healthcare users and it should promote a therapeutic environment and we must make sure that the safety of mental 
healthcare users arranged, is in short in the infrastructure that we build.  
So as a way forward the group recommended that there should be no new stand-alone psychiatric hospitals that must 
be built, we need to accelerate revitalisation of existing psychiatric hospitals with proper reconfiguration of bed 
requirements and therefore provincial, comprehensive strategies on revitalisation of psychiatric hospitals needs to be 
drawn.  
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All newly built hospitals must provide for mental services, that's another recommendation, ((applause)) thank you. 
Clear clinical policy guidelines and with operational narratives on mental health infrastructure should be developed. 
This should include all psychiatric hospitals, facilities that render seventy-two hours and also on community based 
mental health facilities, so we need clear guidelines on this.  
All district hospitals to render 72-hour assessment services and the number and size and infrastructure design needs 
to be aligned to the mental health needs of the population. We need to go away from that old notion of building big 
psychiatric hospitals and locating them outside communities where families cannot reach and visit their significant 
others.  
At least one child and adolescent mental service per province and also units for co-morbid disorder, so I don't know 
what's happening with this thing, eh, so it's recommend that this unit should be built in ratio to the population needs 
and then each province to have a forensic psychiatric unit that provides for forensic services for observations and 
mentally ill prisoners and state patients. 
Strengthening community based mental services, the draft policy must articulate to that and then also to say that we 
must scale up rehabilitation services in mental health including substance abuse, and all academic hospitals to include 
mental health services.  
So, in terms of human resources, the group reported that mental health is not fully developed in PHC's three streams 
on re-engineering strategy and that mental health is not included in the total package of services according to the policy 
on hospitals and the new definitions. 
There is no database for mental health professionals, their utilisation and the current supply and retention in the 
department.  
Also, that mental services are not included in the tertiary service grant, there is no information on competencies 
required for mental health in line with the WHO pyramid for mental services, you remember that pyramid by WHO on 
organisation of mental services, to say that it needs to be clarified what competencies are required according to all 
those levels up.  
And then, also that there is a need to expand the field of psychology. It reported that currently, what is kept charting 
this persal system for this group, they are grouped together with vocational counsellors and this is not clear, you know 
what vocational counsellors and psychologists are. So it's recommended that psychologists be included also in the 
definition of health sciences and that, the fact that they also do not receive clinical training grant, or health 
professions training and development grant allocations.  
There is absence of social workers in the HR strategy and social workers and OT's are very critical in psycho-social 
rehabilitation programmes in mental health and also limited support for NGO's in mental health.  
So, what is recommended is that the PHC re-engineering policy document should include mental health professionals 
So, there is lack of data on professional training and CPD after qualification in provincial departments 
The policies on hospital management, classification of hospitals and service packages must also include mental health 
at all levels and all mental health multi-disciplinary workforce should be included in the departmental HR strategy.  
We need to have a database on mental health professionals which is linked to the developing NGOH database as 
specified in the new HR strategy.  
It's recommended that we have a systematic needs-based approach to be adopted to establish a needs, I mean, needs 
for mental health professionals so as to inform target setting and planning. This should include the norms and 
guidelines for staffing. 
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And the group then recommended that a task-team be developed by mental health stake holders and NGOH to 
develop a work force plan and a training plan for mental health professionals.  
Mental health also be included in the national tertiary service grant and the field of psychology be revisited and be 
defined together in/as a health sciences programme.  
Also issues around resourcing, creation of posts, be aligned to the training in this field and also the training of 
psychology be included in the clinical training grant for health professionals, training and development grant. We were 
informed that clinical psychology's the only profession that's not included in this grant, all other programmes in the 
health programme are included. 
Social workers and OT's be part of the mental health requirements in the HR strategy. Lastly the post for OT's and 
social workers be created and we need to benchmark from HIV and AIDS and TB on the dot programme, maybe we 
should develop a mental health dot strategy.  
We need to review norms based on mental health needs and support for psychiatric nurses in terms of the OSD and 
incentives and posts need to be revised, standardised training for mental health and lastly, we need a policy to 
facilitate accreditation of nursing colleges as higher education institutions in collaboration with the department of 
education.  
Group 5: Mental health and other health conditions  
(Time: 9m36s) 
The discussion was mainly focused at mental health and HIV specifically, but it was recognised that it was an area that 
was not adequately addressed. 
One is looking at human resources; the other is looking at the whole area of mentorship and support, screening and 
prevention interventions, integration and coordination of services, health promotion in general, both for mental health 
and other chronic illnesses.  
So, looking at human resources which we have added employee wellness plan for mental health and other chronic 
illnesses management. 
The whole area of task-shifting and training, that within mental health there also has to be an area where we also look 
at task-shifting of some responsibilities and some functions to the lay workers, which in particular, looking at the lay 
counsellors who are already in the health system, and patient advocates, but looking at what other areas of skills that 
they need to be given to strengthen their function, to take on the work of mental health as well.  
And looking also on the area of increasing some skills for all professionals and screening and identification of mental 
disorders, and that this needs to be a coordinated area within the human resource plan, which will include NGO's who 
are in this area of chronic illnesses but also who- in mental health, social development and health, so it's not just a 
health area to be addressing. Everyone else who's also providing psycho-social support to be also included in how 
they can also support in screening and identification of mental disorders.  
The other area under human resource plan is the area of training and task-shifting of all staff  who are working on HIV 
and other chronic illnesses because as we know, that currently it's not happening as the picture was painted that it- 
-there's very limited integration and going forward, if we want 
to integrate, there has to be training, a training element that capacitates all health care workers who are working in 
chronic illnesses and mental health to also embrace mental health, but also, they need to be trained on mental health. 
And that we also tap into the piloted districts on the national health insurance in how the human resource planning 
for mental health and other chronic illnesses is going to be integrated and that we take lessons from that and how it 
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can be rolled out in other, in other districts as well, beyond the piloted districts.  
On the area of mentoring and support, we also recommend that part of the role of the mental health professionals 
should be training, and training others in outreach, since we acknowledge that we don't have enough human resource 
capacity, how about the ones that are already in the system train others but also support outreach programmes in areas 
where there is no professional or healthcare worker that specialises in mental health? And that we also monitor this 
training in terms of outcomes, so it's not just training for the sake of training but also with specific targeted outcomes 
that we want to get out after the training. And this doesn't necessarily have to be physical support or mentorship 
support that is physical at the facility, it could be done by using existing models like the tele-psychiatry, in making sure 
that we reach out in areas where there is limited support and mentorship for other health workers. But also, 
strengthening supervision and mentorship of counsellors, specifically lay counsellors who are already working on the 
area of counselling for other chronic diseases.  
On the issue of screening and prevention, we thought that maybe as a start, we need to be targeting screening and 
detection of chronic illnesses and mental health illnesses rather than saying it will be done routinely. Where are the 
entry points that are-((inaudible)) obvious that we are missing out in screening. For example, mention was made around 
testing when people are coming for testing for chronic illnesses, another was made on when people are starting ART, or 
maybe when they are diagnosed with HIV, those are some of the clear entry points that we are missing, but they are not 
limited to that, we didn't want to mention which ones, but it could be broadened to what are the obvious entry points 
that we could tap into.  
Also, to identify appropriate instruments for screening. There is already existing screening for the other chronic 
diseases and mental health, how can we integrate those screening tools so that we screen comprehensively rather than 
screening for specific diseases as we are going towards integration.  
Also, to look at what would be the appropriate referral pathways that we could look at, that we would be looking at 
all the other chronic illnesses, not just mental health.  
And also identify key targets that we need to be meeting, so that we're not just meeting here and defining policy, but 
also operationally, what are the key services that we want to get out, scaling up services, especially on mental health 
who are already not adequately received by the population, what are the key targets that we need to be putting 
forward so that we can measure ourselves against.  
And also, we are saying that adherence monitoring and interventions also needs to be- it underlines all of the 
outcomes in terms of screening so that we don't only identify people when they are already defaulting.  
And then the other area on integration of services, that there has to be coordination of these services, we can't assume 
that everyone will embrace mental health, or embrace this comprehensive move towards integration of chronic 
illnesses and mental health, that various administrations from national to local, that everyone embraces coordination of 
these services so that there's also this systemic work comprehensive way that we work in all administration.  
And that at each point of service, there has to be clear referral from when a person comes into the health system, and 
how do people get into other services so that they are not lost in between the cracks.  
Also, integration of services within chronic illnesses themselves, so that there are people who have multiple chronic 
illnesses that sometimes there's also lack of integration within the services that already supposed to be integrated. That 
also, integration of services needs a lot of political leadership and will, within health and social development to 
coordinate within their own departments but also amongst themselves as it was noted by other groups that the 
absence of social development in the summit needs to be addressed so that also we're not talking about social 
development in absence of social development, it needs to be part of the coordination discussion.  
And also looking at the whole issue of health promotion, that we can't just address this issue at the service level point 
of care, we also need to be addressing communities around where people are accessing services, that there has to be 
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primary and secondary tertiary prevention of chronic illnesses and early interventions of mental health disorder, so 
that we don't wait until the problem is big, that we actually ongoingly promoting healthy living amongst people with 
chronic illnesses and mental disorders.  
Also, to also promote healthy, prevention in communities and mobilise communities around the whole issue, around 
stigma on all the chronic illnesses and mental health issues, so that it's not just an issue that is dealt within the health 
system.  
    
Group 6: Mental Health Care Act of 2002  lessons learned from implementation  
(Time: 1m54s) 
We identified eleven challenges and we came up with fifteen proposals.  
Those are the challenges. We identified infrastructure and human resource problems, budgetary constraints and also 
discussed the Mental Health Care Act and other relevant acts, as well as policy, problems with policy.  
The fifteen proposals, very briefly, focuses on the implementation of the Mental Health Care Act that are limited by 
language barriers for example, by cumbersome forms that are being revised, but we also recognise the central role of 
the Mental Health Review Boards and that many of the Mental Health Review boards are not fully functional due to 
budgetary problems, and we urge the Minister to pay particular attention to the revitalisation of the Mental Health 
Review Boards. Thank you. 
Group 7: Child and adolescent mental health  
(Time: 5m16s) 
The first one is that the National Mental Health Care Policy must make adequate provision for child and adolescent 
healthcare.  
Child and adolescent psychiatry should be reclassified as a major speciality akin to paediatrics, such as psychiatry is 
akin to internal medicine.  
There is a need for a child and adolescent psychiatrist to take responsibility for child and adolescent mental health 
services in every province and nationally, and to work with the provincial and national departments in the delivery of 
child and adolescent Mental Health Services.  
We need a child and adolescent mental health professional within the provincial directorates of health programmes 
to drive prevention and health promotion.  
The government should implement the national standard, norms and standards. 
Infrastructure should be provided in all provinces and should be adequate and developmentally appropriate.  
Human resources should be fit for purpose, not based on generic medical estimates. Adequate staffing is vital.  
Child and adolescent Mental Health Services should be part of the NTSG Grant.  
All disciplines should receive remuneration commensurate with their level of expertise.  
Sufficient numbers of child and adolescent specialists in all disciplines to be trained. Two specialist registrar training 
posts per medical school.  
The resuscitation of Psychiatric Nursing Training specifically in the area of Child Psychiatry. 
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Child and adolescent Mental Health training should be included in the training of all health and child professionals.  
Packages of care and appropriate outreach should be implemented according to current policy and legislation across 
all levels of care. 
Appropriate standard treatment protocols and guidelines should be made available and monitoring should be 
implemented.  
Intersectoral responsibility, and this has been discussed a lot in the course of the last couple of days, specifically 
applying to other departments on whom Child Psychiatry is particularly dependent, this responsibility needs to be made 
explicit in relevant legislation or policy.  
Child and adolescent substance abuse in particular needs to be coordinated and evidence based, and take account of 
the need for parallel programmes for dual-diagnosis patients.  
Finally, the group wished to continue this consultation, the decision was that this really could not be the end of this 
story, that there is a need for an appropriate, ongoing forum of this nature, perhaps coordinated and funded by the 
National Department of Health.  
Group 8: Culture, faith-based practices and indigenous mental health practices  
(Time: 4m50s) 
We felt that, going through the declaration, there was not enough mentioned of cultural and faith based practices in 
Mental Health. 
We therefore recommended that the very first sentence, which defines health, should also include a statement that 
says there is no Mental Health without the fulfilment of cultural and spiritual needs of an individual.  
In the same document, we also felt that Mental Health Services delivery should also take into account that there is 
currently no two-way system of education between allopathic, traditional and faith-based healers and this needs to 
be addressed.  
Again, sticking to the declaration, we also felt there should be a statement included regarding the significant amount 
of South Africans who consult traditional and faith based healers and by so doing, one can then decide what to do in 
order to encompass these aspects of the patient when treating them.  
We also felt that, on page three of the declaration, there should be an inclusion regarding the traditional and faith 
based healing practices within the universal treatment of Mental Health Disorders.  
And then the last, very last page of the declaration leaves space for what we are then saying, we're going to focus on in 
addressing Mental Health Issues and the recommendations are that we should first of all accept the right of users and 
carers to consult healers other than allopathic healers. 
We should include cultural issues in the curriculum of the school and training of all mental health practitioners. 
We should also increase the number of Mental Health Practitioners who are well trained to deal with cultural needs 
of the users they serve and this training should be delivered by the healers themselves where possible.  
Recommendation number four looks at ethical practices, and we feel these need to be central to the management of 
users and carers and the protection of their human rights in all the treatment systems, whether allopathic or traditional 
or faith-based, with ways of redress made available to users in case of unethical practice.  
We also felt that there should be an encouragement in collaborative research and funding from both streams to 
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contribute to a unified body of knowledge which can then be accessed to better fulfil the needs, whether cultural, faith-
based of users and carers.  
Group 9: Suicide prevention  
(Time: 4m51s) 
On the declaration, there's only one sentence about suicide prevention, and it was about the fact that it is increasing. 
And then we realised that maybe we really need to say a little bit more because it is increasing due to all those aspects 
that are in the declaration. HIV, you know, all those different conditions are risk factors.  
So now we said that we should establish a statutory South African National Suicide prevention programme which we 
could call SANSPP, which comprises the following principles:  
Inter-provincial variations which are contextual to each community, that is, which should be relevant according to the 
different religious groups as well as the different cultures.  
Very few people recognise the cry for help of these suicidal individuals, then it will be important for us to make sure 
that education and awareness programmes are put into place to deal with the general and the specifics as follows:  
For general at community level, to be enabling and capacitating, reducing stigma, because there's a lot of stigma that is 
attached to suicide, and decreasing unrealistic expectations.  
For specific, we thought that education and awareness programmes should be put in place so that we are able to deal 
with adolescents, the patients with depression, family discord, uninformed services- uniform service providers and all 
other risk groups.  
We also said that it will be important to make sure that there is unrestricted access to all levels of care, primary, 
secondary and tertiary, for all persons seeking help, including adequate financing, because sometimes you'll find that 
there is not enough money to help, resources, community support and intersectoral linkages.  
We also thought there must be an over-arching national, provincial and local monitoring and surveillance programme 
on the trends. 
Group 10: Advocacy, social mobilisation, user and community participation  
(Time: 11m10s)  
So firstly, recovery principles we feel must be an ethos which pervades policy and practice in South Africa overall. In the 
mental health policy as it stands there's reference to recovery approach but we feel this should be strengthened. 
There's a two-based focus here. Number one, the human rights focus and secondly a recovery approach to mental 
health in South Africa. Mental Health Service delivery is a service delivery system which would support people to build 
and maintain a meaningful and satisfying life regardless of whether or not they have ongoing symptoms of mental 
illness. So, we're wanting to move away from the medical model of cure to a recovery approach which looks at 
meaning for life creation, not symptoms. I'll leave the rest. Then, importantly a flipside to the corn of recovery, which is 
a personal journey of each individual who has mental health problems is the provider, the government, the policy-
maker, the politician's response to this recovery, this personal journey of recovery and this response can be framed in 
terms of recovery but within the health system within the service delivery approach, a treatment approach which we 
know is like a social rehabilitation, and we felt psych-social rehabilitation should underpin the practices within the 
health department and we've listed some ways that we can do this. For example, developing recovery centres that 
focus on development of strength, revising psycho-social programmes which is premised on the needs and voices of 
people with psycho-social disabilities, revision of health establishments visions, missions, goals to reflect recovery 
principles as well as being reflected in annual expected outcomes with annual performance reviews, inclusion of 
recovery modules in training programmes and in-service training programmes and we feel that this should be a theme 
running throughout the whole policy and also be related to other sectors who have an impact on people with mental 
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health problems.  
Then the second area I mentioned was active measures are needed against stigma and discrimination. We've heard 
about how people are stigmatised and some of the things we feel needs to be addressed here is in the Ottawa Charter 
speaks about the reorientation of health workers and we think in line with that, that public sector departments and 
service providers should be supported to re-orientate their current medical relational style to a recovery orientated 
approach which encourages them to share their expertise, their skills as well as decision making platforms, such as we 
are doing today, with users and their families. There's a need for the development of a national mental health lobby of 
users and their allies. This would be providers, users, researchers, putting our heads together in a TAC style. We felt 
that the TAC, the Treatment Action Campaign, really provides us with a good model how to develop such a national 
lobby and then thirdly, and ongoing national public awareness campaign and we felt that government should direct 
resources for advocacies to mental health NGO's, DPO's and self-help organisation so that we can develop our own 
advocacy campaigns to overcome stigma and discrimination. There were some specific targeted strategies that we 
mentioned which I won't go into right now except to say that it should be targeted at different levels. At the policy 
makers to harness a political will for changes in the mental health system, to government, to increase their 
accountability to users and of mental health services, to the media who propagate certain visions, views of mental 
health services, we need to engage them as partners as well as being a watch of the practices they do have and then at 
community level we need to support inclusion by assisting communities to de-stigmatise and include mental health 
users. 
Then the third issue was organisation for representation of users in policy development and implementation and the 
basic thing here was that there should be support from government and other agencies to develop user-lead DPO's 
and there's international literature around how ministries, development agencies, NGO's, DPO's and Donor 
organisations can support these without imposing their own agendas on these organisations. At a local-level, we felt 
that a building block for the development of self-help organisations was the establishment of support groups because 
through these users can progressively become empowered either towards wellness or for those that are interested to 
become leaders in advocacy because as we've already said, it's important to have users of mental health services 
included in all advocacy programmes because it's only as they are speaking for themselves that attitudes will change. 
We also want to establish closer connections with available mechanisms for representation including the human 
rights commission and other independent monitoring bodies, which has been established under the constitution. 
There's also thought that there should be an establishment of an independent national user-led implementation 
watch within either the Human Rights Commission or the Ministry on Women, Children and persons with disability, and 
that this would be a formally legislated mechanism for getting user voices out there. The Mental Healthcare review 
boards should also have, not just the occasion to use the community representation possibly for mental health users to 
be represented but there should be a category of mental healthcare user representation on the review boards and 
then lastly their ombudsman for mental health.  
Finally improving access to medical, social and environmental supports. These related to the intersectoral duties that 
we mentioned earlier and there are many environmental supports which can capacitate users to take their place as 
citizens in South Africa. This included issues related to income generation, education and skills development, including 
tertiary education, housing and basic amenities, disability benefits and we've spoken extensively about treatment. 
These are just some of the examples of how each department can actually do this. I think what I will just mention is that 
there was a very strong feeling that the mental health directorates in the Department of Health need to be beefed up 
at least to a directorate level because your access to decision making for a depends on your echelon in a department 
and for users and providers and other people to have a voice within government, we feel that that role should actually 
be at a decisional level, it should not be at a lower level where you've got to feed your views through several echelons 
before you can actually get to the nitty gritty.  
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Appendix 12: Descriptive analysis of alignment of group discussions with group 
recommendations and group recommendations with summit recommendations
Group 1: Mental health promotion and prevention of mental disorders 
Group recommendations reflect group discussions: There was substantial alignment between the formal presentations 
in this group session and content of the subsequent discussions. This may have been partly because the session Chair 
was also one of the presenters. The group recommendations also map onto many of the issues raised in the 
presentations. The recommendations presented at the plenary seem to closely reflect the issues raised during the group 
discussions. However, recommendations around the specific phrasing in the promotion and prevention section in the 
policy were not taken up in either the group recommendations or the final policy document.  
Summit recommendations partially and broadly reflect group recommendations: The one recommendation added to 
the summit declaration following the summit could be argued to broadly reflect the specific proposals made by this 
models to ensure that prevention, promotion, treatment and rehabilitation services meet the needs o
the specific detail contained in the 12 group recommendations is abstracted out in this broad statement.  
Group 2: Mental health research and innovation, and surveillance  
Group recommendations partially group discussions: Although the two presentations focused primarily on research 
priorities and on telepsychiatry, the group discussions kept returning to issues around surveillance and monitoring and 
evaluation. The group recommendations that were presented at the plenary session broadly reflected the group 
discussions.  
Summit recommendations partially and broadly reflect group recommendations: The recommendations on the 
summit declaration that emerged directly from the national summit do not address research and innovation, although 
this is captured in the summit text that was drafted pre- on in 
-summit recommendation related to monitoring and evaluation; this could be argued to be an 
abstracted reflection o
and appropriate monitoring and evaluation systems for mental health care integrated into the National Health 
There were thus nine group recommendations pertaining to this topic, and one recommendation 
added to the final summit declaration.  
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Group 3: Mental health systems 
Group recommendations partially reflect group discussions: Issues covered in the group presentations roughly aligned 
with the group discussions. The group recommendations made at the plenary session do seem to broadly reflect the 
suggestions made during group discussions, although inevitably some of the detail was lost. Concerns about lack of 
funding support for NGOs to deliver community-based services were not followed through into the group 
recommendations. Similarly, the debate regarding general versus mental-health focused staffing at primary health care 
facilities is not reflected in the group recommendations.  
Summit recommendations reflect group recommendations: The main recommendations from this group related to the 
establishment of a district specialist mental health team, adequate financing of mental health, integration of mental 
health care into primary health care, and monitoring and evaluation. These were all relatively directly reflected in the 
summit recommendations added to the summit declaration following the summit. Of the five recommendations put 
forward by this group, the only one not reflected in the summit declaration is the establishment of appropriate referral 
pathways to facilitate a continuum of care.  
Group 4: Mental health infrastructure and human resources  
Group recommendations reflect group discussions: The group recommendations regarding human resources were 
quite data- and target-focused, with the result that many of the proposals seem to depend on the accurate collection of 
information regarding numbers of human resources for adequate planning. This may have been influenced by the 
statistical modelling nature of the formal presentation. Many of the group recommendations made regarding human 
resources seem to have been covered in the formal presentation. Although task shifting was mentioned in the group 
discussions, it was not reflected in the group recommendations that were fed back at the plenary session. Interestingly, 
the issue of district specialist mental health teams was not discussed at all in this group. Because there was no access to 
audio from day 1 group presentation and discussions around infrastructure, it was not possible to determine the extent 
to which the group recommendations reflected the discussions. The summary that the rapporteur captured from this 
session and that she read back to the group appeared to be accepted by the group as an accurate representation; this 
summary was almost identical to what was presented at the plenary. The 27 group recommendations were strongly 
focused on hospital infrastructure, as opposed to infrastructure for community-based or primary health care mental 
health services.  
Summit recommendations partially and broadly reflect group recommendations: Two of the eleven post-summit 
recommendations on the summit declaration relate to human resources and to infrastructure. The human resources 
recommenda
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could be said to broadly encapsulate the recommendations from the group; however, a great deal of the detail is lost. 
reflects the recommendations from this group; once again, however, it is a significant abstraction of the detailed group 
recommendations.   
Group 5: Mental health and other conditions 
Group recommendations reflect group discussions: The 16 recommendations coming out of this group were strongly 
focused on human resources  in particular, task shifting and the training and supervision of primary health care and lay 
workers to detect and refer mental disorders. There was also an emphasis on targeted screening and prevention, as well 
as on mental health promotion. This is consistent with the group discussions, which were framed by issues raised in the 
two formal presentations. The only two points from the discussion that seemed to get lost in the recommendations 
were the suggestion of integrating oral health or dentistry services into primary health care clinics, and employing a case 
manager to coordinate and support PHC staff  particularly nurses  in the detection and management of mental 
disorders.  
Summit recommendations partially and broadly reflect group recommendations: There were no specific summit 
declaration recommendations addressing mental health and other chronic conditions, apart from the call  in the 
declaration content drafted prior to the summit  to integrate mental health into the general health service 
environment. The group recommendations that addressed human resource issues are roughly summarised in the 
recommendation added to the summit declaration following the summit, that mental health human resources should 
be embedded and increased within the National Human Resource Plan. However, all of the detail contained in the group 
recommendations gets lost in this abstraction. Similarly, the detailed group recommendations around prevention, 
screening and referral of mental disorders are abstracted to a broad recommendation in the summit declaration to 
rm based on community and district based models to 
 
Group 6: Mental Health Care Act of 2002  lessons learned from implementation 
Group recommendations do not reflect group discussions: The focus of the presentations and discussions in this group 
was on challenges encountered with the implementation of the Mental Health Care Act. As a result, the proposals that 
were raised related particularly to factors that would improve implementation of the Act, including a baseline audit of 
hospital infrastructure, consultation of mental health professionals in infrastructure planning, training and awareness 
raising around the Act, licensing community-based organisations and step-down facilities, better resourced Mental 
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and addressing the administrative burden of implementation, especially around forms and court processes. Although it 
seems likely that all fifteen proposals that the rapporteur reported capturing were taken into the closed-door meeting 
with the Department of Health summit organisers, only four recommendations were presented at the plenary session. 
These reflected some of the group recommendations, but most of the detail and other proposals was left out. The 
recommendations made to the plenary were to ease the administrative burden associated with the implementation of 
the Act, and to make forms available in other languages, and to adequately resource and finance Mental Health Review 
Boards.  
Summit recommendations partially and broadly reflect group recommendations: The group discussions relating to 
infrastructure were reflected in the summit declaration content drafted prior to the summit, with the commitment to 
providing physical infrastructure that is conducive to the needs and human rights of people with mental disorders. They 
were also reflected in the recommendation added to the declaration following the summit to 
plan for mental health infrastructure re not directly linked to the four group 
recommendations given at the plenary session, which did not address infrastructure. The group recommendations 
around Mental Health Review Boards were broadly captured in the recommendation added to the summit declaration 
following the summit, to strengthen Mental Health Review Boards.  
Group 7: Child and adolescent mental health 
Group recommendations partially reflect group discussions: Some of the proposals that were mentioned in the formal 
presentations in this group were picked up in the discussions, although the presentations did not seem to have a strong 
influence in terms of framing the issues raised. These issues were quite diverse, ranging from early intervention and 
screening to treatment protocols, and from intersectoral responsibilities to human resources. The focus of the 17 group 
recommendations was on increasing human resources for child and adolescent mental health services, and reflected 
much of the group discussions around this. The detailed concerns raised during the group discussions about lack of 
appropriate infrastructure  such as inpatient and forensic units  for children and adolescents with mental disorders 
were only broadly captured in the one group recommendation to develop fit-for-purpose, developmentally-appropriate 
infrastructure for child and adolescent mental health. Proposals around the role of schools and teachers, and 
programmes for victims of child abuse do not seem to have been followed through into the group recommendations.  
Summit recommendations do not reflect group recommendations: There were no direct references to child and 
adolescent mental health or mental health services in either the content of the summit declaration drafted prior to the 
summit, or the recommendations added to the declaration following the summit. Given that this issue seems to have 
been considered important enough to include it in the provincial and national consultation summits as one of 
breakaway group topics, it is notable that this does not seem to have followed through into summit recommendations. 
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Group 8: Culture, faith-based practices and indigenous mental health practices
Group recommendations partially reflect group discussions: As there was no audio of the two presentations for this 
group, it was not possible to determine how much of an influence these had on framing group discussions. The poor 
audibility also limited the comparison of group discussions with group recommendations. From the discussions that 
could be heard, a number of issues raised in the group do not seem to have been followed through into the group 
recommendations. Specifically, language was identified as an important focus area, but this was not addressed in the 
recommendations back to the plenary; similarly, suggestions to incorporate cultural issues into the diagnostic systems 
for mental disorders and the mental status examination, and to revisit implementation of relevant regulations regarding 
traditional healers, were not taken up into the recommendations. The specific suggestions relating to changes and 
additions to the policy document were not captured as group recommendations that were presented during the 
plenary.   
Summit recommendations partially and broadly reflect group recommendations: This group engaged directly with the 
summit declaration throughout their discussions, and made specific recommendations regarding changes and additions 
to this document. Notably, one of the group recommendations was to change the wording of the statement in the 
spiritual needs of an individual. Although this statement was not altered in the final declaration, a reference to culture 
must be achieved through increased services for mental health at all levels of the health care system, and that culture 
Other specific group recommendations regarding additions to the summit declaration 
were not incorporated. The one recommendation relating to culture that was added to the relevant recommendations 
on the summit declaration following the summit refers to strengthening links with traditional, complementary and faith 
based healers. Although this somewhat broadly captures some of the group recommendations, much of the detail is 
lost, while none of the remaining nine group recommendations were reflected in the summit declaration.  
Group 9: Suicide prevention 
Group recommendations partially reflect group discussions: These group discussions were framed around the more 
evidence-based presentation, and focused on the elements that should be incorporated into a national suicide 
prevention programme. The second presentation also made a number of recommendations regarding suicide 
prevention and interventions, such as 
behaviours, and improving the availability of psychotropic medication in primary care. This presentation also placed a 
lot of emphasis on task shifting and human resource capacity at primary care level. The detail regarding the capacity of 
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health care workers and the primary health care system to identify and manage suicide was extrapolated to one 
recommendation regarding providing unrestricted access to all levels of care. The emphasis in the group 
recommendations was on the components of a national suicide prevention programme, and on monitoring and 
surveillance of suicide trend. This reflected some of the group discussion, which focused on obtaining accurate data on 
suicide trends and on a national prevention campaign. However, there were other suggestions raised during the group 
discussions that were not followed through into group recommendations, including an emphasis on the role of culture 
in expressions of and responses to suicide, access to suicide methods, and increasing human resource capacity in 
schools and communities to play a role in detection and prevention. 
Summit recommendations partially and broadly reflect group recommendations: One of the eleven recommendations 
added to the summit declaration following the summit was to establish a national suicide prevention programme. This 
captures the main focus of the group recommendations, although the detail of the components of this programme 
contained in the five group recommendations is lost in the summit recommendation. Notably, the one other reference 
to suicide made in the content of the summit declaration drafted prior to the summit  which noted that suicide rates 
were increasing  was removed from the final version of the declaration.  
Group 10: Advocacy, social mobilisation, user and community participation  
Group recommendations partially reflect group discussions: The first presentation was a brief account of the efforts of 
a service-user led advocacy organisation and is not reflected in the group recommendations; on the other hand, the 
rapporteur captured all of the proposals raised in the second presentation, which outlined the recovery approach. The 
group discussions seemed similarly to have been framed more by the recovery approach presentation than the user-led 
advocacy presentation. The recommendations put forward by this group were extensive  twenty-one in total. What 
was presented back to the plenary was a long and detailed list of recommendations; as such, it seems as though much 
of what was proposed by the sub-groups within this group was captured in the group recommendations. There are a 
few notable exceptions. The issue of inadequate and inconsistent financing for NGOs that provide mental health 
services, as well as those that run advocacy initiatives, was raised a number of times by both service users and NGO 
representatives. However, this was only broadly captured in the group recommendation that resources be re-directed 
to mental health NGOs and self-help organisations to enable them to develop their own advocacy campaigns.  
Interestingly, some of the issues raised  sometimes more than once  by service users themselves do not seem to have 
been captured in the group recommendations. These included attending to the concerns of service users with respect to 
their treatment (such as medication side effects); an appeal for scholarships and education opportunities at tertiary 
level for mental health care service users; and more active creation of employment opportunities for mental health care 
service users. The latter two issues were broadly referenced in the group recommendation to strengthen intersectoral 
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responsibilities to improve access to medical, social, and environmental supports, including income generation, 
education and skills development. 
Summit recommendations do not reflect group recommendations: Some of the group recommendations were broadly 
reflected in the content of the summit declaration that was drafted prior to the summit, such as calling for the 
participation of mental health care service users in planning, implementation and monitoring services, eliminating 
stigma and discrimination, and fostering a person-centred recovery paradigm. However, no specific recommendations 
regarding advocacy, user participation or recovery were added to the summit declaration following the summit. Given 
how extensive the recommendations made by this group were, it is surprising that this did not follow through into an 
emphasis on these issues in the summit recommendations. On the other hand, given how extensive and detailed these 
group recommendations were, it is perhaps equally not surprising that they were not followed through into summit 


















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Appendix 14: Reflection of summit recommendations in policy and policy 
appendices
Summit declaration recommendations not reflected in post consultation policy changes  
Monitoring & evaluation:  
 Using the outputs from the summit to finalise the Mental Health Policy Framework 2012-2016 
and to assist with its implementation and monitoring (pre-summit).  
Note that for both this and for the governance theme below, this recommendation would not 
necessarily have reflected in the policy, as it was more of an action for the task team to follow in 
finalising the policy. Whether and how the summit outputs were used in finalising the policy is the 
question being addressed in this study.   
Research:  
 Developing and supporting research and innovation in mental health (pre-summit). 
Advocacy and user participation: 
 Promoting mental health as an important development objective (pre-summit). 
 Ensuring that all users of mental health services participate in the planning, implementation, 
monitoring and evaluation of mental health services and programmes (pre-summit). 
 Fostering person-centred recovery paradigm that respects the autonomy and dignity of all 
persons (pre-summit).  
Human resources:  
 Establish at least one specialist mental health team in each district (post-summit). 
Culture and mental health:  
 Developing and strengthening human capacity for prevention, detection, care treatment and 
rehabilitation of mental and substance use disorders and build links with traditional and 
complementary health practitioners (pre-summit). 
 Strengthen links with traditional, complementary and faith based healers and non-governmental 
organisations (post-summit). 
Suicide prevention:  
 Establish a national suicide prevention programme (post-summit)  
Note that in this instance, the summit recommendations may not have been reflected in any policy 
changes because there was not any policy content relating to this issue in the first place. However, given 
that there was a whole group commission at the summit dedicated to suicide prevention at the summit, 
it is surprising that this resulted in no additions to the policy regarding interventions in this area.  
Medicines, equipment and protocols: 
 Reducing costs and increase the efficiency of mental health interventions, including making 
medicines more affordable, in order to provide essential health services (pre-summit). 
 Implement with vigour the Health Sector Mini Drug Master Plan (post-summit).  
Governance: 
 Using the outputs from the summit to finalise the Mental Health Policy Framework 2012-2016 
and to assist with its implementation and monitoring (pre-summit) 
Funding:  
 Reducing costs and increase the efficiency of mental health interventions, including making 
medicines more affordable, in order to provide essential health services (pre-summit). 
Quality assurance:  
 Revise norms and standards in line with the service delivery platform (post-summit).  
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Reflection of group recommendations in policy changes 
Funding:  
Recommendations: 
 Improve the monitoring and evaluation of mental health activities and thereby monitor the 
budget which is allocated to the programmes. 
 The Department of Health should recognise mental health as one of the top five priority 
programmes, both at national and local levels, with clear financial planning, budgeting and 
indicators linked to monitoring and evaluation. 
Policy change:  
 At national level, budget will be allocated <to meet targets set for the implementation of areas 
of action within the> policy and regular discussions will be held with provinces to discuss 
strategies and <monitor progress> with implementation.  At provincial level, mental health 
budgets will be reviewed annually to align mental health with national priorities, for each of the 
areas for action <in 2011 and annually thereafter>. 
Monitoring and evaluation: 
Recommendation: 
 Improve the monitoring and evaluation of mental health activities and thereby monitor the 
budget which is allocated to the programmes. 
Policy change: 
 At national level, budget will be allocated <to meet targets set for the implementation of areas 
of action within the> policy and regular discussions will be held with provinces to discuss 
strategies and <monitor progress> with implementation.  At provincial level, mental health 
budgets will be reviewed annually to align mental health with national priorities, for each of the 
areas for action <in 2011 and annually thereafter>. 
Infrastructure:  
Recommendations: 
 Each province should establish a forensic psychiatric unit that provides forensic services and 
observations of mentally ill prisoners and state patients.  
 All newly built hospitals must provide for mental services. 
 All district hospitals should render 72-hour assessment services.  
Policy change: 
 Specialised psychiatric hospitals: i) Provision of sub-specialist services, such as forensic 
psychiatry and child and adolescent services, ii) Forensic facilities will fulfil their role as set out in 
the Criminal Procedure Act No. 51 of 1977 as amended, with regards to forensic psychiatric 
observations.  Section 41 and 49 of the Mental Health Care Act provides for designation of 
health establishments and procedures with regards to State patients and mentally ill prisoners;  
 Psychiatric services in general hospitals: i) Inpatient units will be built in district and regional 
hospitals, ii) Inpatient units will be provided in general hospitals to improve access for voluntary 
admission, assisted care, emergency mental health services, 72-hour assessment of involuntary 
mental health care users, further care, treatment and rehabilitation. 
 District health services: providing emergency care (24 hour) and 72-hour observation services in 
designated District and Regional Hospital Inpatient settings. 
463 
Misalignment of group recommendations and policy changes 
Advocacy and user participation:  
e Department of Health will work closely 
with the Ministry for Women, Children and Persons with Disability to ensure that provisions of the UN 
Convention on the Rights of Persons with Disabilities (2007) are actively implemented for persons with 
mental disability in South Africa , this did not reflect any of the group recommendations made. 
Mental Health Care Act implementation: 
A number of fairly substantive additions were made to the policy regarding implementation of the 
Mental Health Care Act. However, the group recommendations made at the plenary were limited to 
two, and only reflected challenges with the implementation, not direct policy proposals. The policy 
changes related mostly to hospital regulations and services, while the two group recommendations 
were around language and administrative barriers to the implementation of the Act. It must be noted 
that the closed-door meeting at which group Chairs reported back their recommendations may have 
included more recommendations from this group, as intimated by the rapporteur at the plenary.  
Mental Health Review Boards: 
will, as stipulated in the 
Mental Health Care Act, play a key role in advocating for the needs of mental health service users, and 
upholding and protecting their human rights
which called for the revitalisation of the boards, particularly in terms of financing, and for user 
representation on the boards, as opposed to the role or functions of the Boards.  
Intersectoral collaboration: 
The intersectoral collaboration group recommendations referred to various government sectors and 
responsibilities of these sectors around mental health, while the policy change related to including for-
profit organisations in intersectoral collaboration.  
Group recommendations not reflected in draft policy 
Despite many of the recommendations regarding prevention and promotion already being reflected in 
the policy, some of the recommendations were neither reflected in the draft policy, nor added to the 
final policy. These related to interventions around adults and older adults, including linking psychosocial 
programmes to income-generating activities, establishing dementia units for older adults, and 
implementing employee wellness interventions. In terms of monitoring and evaluation, the 
recommendations that were not reflected related to fairly specific actions, such as establishing 
electronic medical records, monitoring treatment protocols, and establishing a monitoring and 
surveillance system on suicide. Notably, two recommendations built on existing policy content by 
recommending that monitoring and evaluation be linked specifically to budgeting  and this was actually 
reflected in the changes that were made to the final policy following the summit. Many of the 
recommendations pertaining to mental health systems were captured in the draft policy; those that 
were not related to referral pathways, to access to services for persons at risk for suicide, and to 
building units for comorbid conditions.  
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The presentation given in the group commission on human resources had focused strongly on 
developing human resource plans based on statistical modelling and indicators. This focus was reflected 
in the group recommendations, which placed emphasis on establishing data on the mental health 
workforce, and on appropriate remuneration. Some of the group recommendations built on existing 
content, such as linking human resource capacity building to existing models like the national health 
insurance sites and primary health care re-engineering, consulting with mental health professionals in 
the expansion of the workforce, and using innovations such as telepsychiatry in training and supervision. 
These elements were not made explicit as mandates in the policy but could have been linked to existing 
content around building the human resource workforce for mental health.  The other group 
recommendations were very specific and detailed, and much of this detail was not reflected in the 
policy. Another focus of the group recommendations was the emphasis on mental health care 
professionals, while much of the policy seems to be more focused on task shifting and mental health 
training of generalist health care professionals. Some of the group recommendations pertaining to 
infrastructure were already reflected in the policy. Some built on existing content, most of which 
specified requirements around ensuring that infrastructure was fit for purpose and that configuration 
and revitalisation of psychiatric facilities be effected. The recommendations that were not reflected in 
the draft policy related to establishing forensic facilities, and to ensuring that infrastructure was 
consistent with the regulations of the Mental Health Care Act; these were in fact captured as part of the 
substantive additions made around infrastructure to the final policy.  
Group recommendations regarding research that were not reflected in the draft policy related to 
increasing human capacity to conduct research, and to increasing research funding. The main focus of 
content related to advocacy and user participation in the draft policy was human rights focused, 
emphasising the inclusion of mental health on the disability agenda, and as well as strategies to reduce 
stigma and promote mental health. The one change that could have been made to this as a result of a 
group recommendation was to involve the media as partners in overcoming stigma and discrimination, 
but this was not added to the final policy. While there was some reference in the draft policy to 
issues were much more detailed. A great deal of the recommendations around recovery were neither 
reflected in nor added to the policy. Specific recommendations around how to promote engagement 
with service users around policy and service planning  such as supporting the development of user-led 
organisations and support groups, a user-led human rights watch, and user representation on Mental 
Health Review Boards  were also not captured.   
responsibilitie -based healers (among others). The 
group recommendations reflected the engagement by the group with the draft text of the summit 
declaration, making specific reference to highlighting the importance of culture in that document. Other 
recommendations around increasing training in cultural issues, providing funding for collaborative 
research, and making provision for ethical practice and redress, were not reflected in the draft policy. 
Four of the five group recommendations regarding governance were already reflected in or aligned with 
existing policy content. Although reference was made to Mental Health Directorates in the draft policy, 
this pertained to building human resource capacity within these structures, as opposed to elevating the 
authority of the structures within the Department of Health, as recommended by the group. The one 
recommendation relating to intersectoral collaboration that was not reflected in the draft policy, and 
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that did not get added, was around intersectoral responsibilities with respect specifically to child and 
adolescent mental health. The majority of the draft policy content relating to child and adolescent 
mental health referred to prevention and management at the level of primary health care level services, 
as well as the broad references to the provision of specialist child and adolescent services. The group 
recommendations were much more specific and detailed, and focused quite strongly on specialist 
training and service provision, and incorporating child and adolescent psychiatry at management and 
policy levels, as well as specific infrastructure for child and adolescent mental health services. None of 
this was specifically referenced in the draft policy.  
The group recommendations relating to funding did represent some of what was in the policy, but 
required a change to the existing content by requiring the mental health budget to be specifically linked 
to monitoring and evaluation. Notably, this extension of existing content was reflected in the changes 
made to the final policy. As previously discussed, most of the group recommendations relating to the 
mental health and other conditions theme were subsumed under other themes, particularly prevention 
and promotion and human resources. The one specific group recommendation was to build units for 
comorbid disorders, which was not reflected in the policy, which could be seen as an extension on 
existing policy content relating to infrastructure and integration of mental health into primary health 
care.   
Pre-summit recommendations not reflected in implementation priorities & key activities by theme 
Culture and mental health: 
 [Developing and strengthening human capacity for prevention, detection, care treatment, and 
rehabilitation of mental and substance use disorders and] build links with traditional and 
complementary health practitioner. 
Advocacy & user participation: 
 Ensuring that all users of mental health services participate in the planning, implementation, 
monitoring & evaluation of mental health services and programmes.  
 Fostering a person-centred recovery paradigm that respects the autonomy and dignity of all 
persons. 
Funding: 
 Providing equitable, cost-effective and evidence based interventions and thereby ensure that 
mental health is available to all who need it, including people in rural areas and from 
disadvantaged communities. 
 Reducing costs and increase the efficiency of mental health interventions, including making 
medicines more affordable, in order to provide essential health services.  
Post-summit recommendations not reflected in implementation priorities and key activities by theme 
Culture and mental health:  
 Strengthen links with traditional, complementary and faith based healers and non-governmental 
organisations. 
Quality assurance:  
 Revise norms and standards in line with the service delivery platform 
Funding:  
 Adequately fund mental health services as per WHO recommendations 
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Themes and associated group recommendations completely not reflected in either implementation 
key activities or Terms of Reference actions
Mental Health Care Act implementation: 
 Language barriers limit the implementation of the Mental Health Care Act.  
 Cumbersome forms limit the implementation of the Mental Health Care Act and need to be 
revised.  
Medicines, equipment & protocols: 
 Develop appropriate standard treatment protocols and guidelines and implement monitoring 
thereof.    
Funding: 
 The Department of Health should recognise mental health as one of the top five priority 
programmes, both at national and local levels, with clear financial planning, budgeting and 
indicators linked to monitoring and evaluation.  
 Improve the monitoring and evaluation of mental health activities and thereby monitor the 
budget which is allocated to the programmes. 
Child and adolescent mental health: 
 At least one child and adolescent mental service unit should be established per province. 
 The national mental health care policy must make adequate provision for child and adolescent 
healthcare.  
 Reclassify child and adolescent psychiatry as a major speciality akin to paediatrics.  
 Appoint a child and adolescent psychiatrist to work with the provincial and national 
departments in the delivery of child and adolescent mental health services.  
 Include a child and adolescent mental health professional within the provincial directorates of 
health programmes to drive prevention and health promotion.  
 Provide adequate, developmentally appropriate infrastructure for child and adolescent mental 
health in all provinces. 
 Include child and adolescent mental health services in the NTSG Grant.  
 Train sufficient numbers of child and adolescent specialists in all disciplines and establish two 
specialist registrar training posts per medical school.  
 Resuscitate psychiatric nursing training, specifically in the area of child psychiatry. 
 Include child and adolescent mental health training in the training of all health and child 
professionals.  
 There is intersectoral responsibility to make child psychiatry explicit in relevant legislation or 
policy.  
 Ensure that child and adolescent substance abuse services are coordinated and evidence based 
and take account of the need for parallel programmes for dual-diagnosis patients.  
 Establish an appropriate, ongoing forum for child and adolescent mental health, coordinated 
and funded by the national Department of Health. 
